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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0469 
eeicis CERTIFICATE OF DEATH 


t Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If inftution Residence before odmission) 
°. b. COUNTY 
Carroll Genel mening Maryland Balto, Cit 
b. CITY OR TOWN (If outside carporote limits, write ie gee c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) a 
RURAL ond give neorest town) ; 
Springfield State Hospit: 1 8mos, 29dairs: Baltimore 2VO}- Ye 
d. NAME_OF HOSPITAL (IF not in hospitol, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Sykesville, Maryland 1011 W, 38th St. ves (] Nog] 
3.N near First Middle lost 4. Date Month Day Yeor 
{Type oF print Mary Merson _ADELSPERGER DEATH Janua’ 1958 


5. SEX 6. COLOR OR RACE {7. MARRIED [7] NEVER MARRIED (aj 8. DATE OF BIRTH La ie {In eer 1F UNDER | YEAR] IF UNDER 24 HRS. 
oe ite 5 
Female | White _|woowspy _ovorceoC] | August 26, 1876 | “BE y.|™™] | om] 


100. USUAL OCCUPATION (Give kind af wark dane|!0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) $2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
| Housewife - Maryland USA. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
George Merson Julia Whitehead 
ie WAS ESPs ED EVER: IN U, S. press 16, SOCIAL SECURITY NO. [17. INFORMANT Address 
sn. ge artnown| | {I yet iv wer or doe of versie] 
° - - Springfield Hospital Records 
18, CAUSE OF DEATH [Enter anly ane couse per line far {a), (b). ond {c).] INTERVAL BETWEEN 
PART |, DEATH WA‘ Ys 
oF TMnesiart cause fo. Uremia 2 days 
443% DUE TO 
Gerelinnel Morr rhik Hypertensive cardiovascular disease Years 
o immediate 
a the under. ¢ PUE TO 
{ec} 


i i. OTHER SIGNIF COND} iS CONTRISUTII TQ DEATH NOT RELATE! a |E TERMINAL DISEASE CONDITION SyW PART t(o)|!9. WAS AUTOPSY 
C.B,5.assoc ated wat Sredists with 5 cere arverioscieros th PERFORMED? 
OSY ch 0 rea ves [] Nos) 
20a. ACCIDENT WAS_UNDERLYING. a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port or Part Il af item 18.) 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
Hour a. While Not while factory, street, office bldg., etc.) | 
p.m. 19 Jot work (J ot work [7] H 


Zz 
Q 
et 
< 
ey 
= 
= 
& 
Fr 
ts) 
= 
= 
4 
2 
= 


ADDRESS (Street, city or fown, stote) DATE SIGNED 
, Springfield State Hospital 1/7/58 
Namettyee, Walther H, Sonnenfdéldt, M.D, _ Sykesville, Maryland 5. eg 


Zo. BURIAL, CREMATION, | 22. DATE THEREOF We, ae OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
avery si” B 
IAA is FRED c& As Wr 


73 PORERAt Omg Ot eee , _, ADDRESS Zao. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
CLE ELEY fe Cegelome JAN 1 0 ’58 Ont “ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
, 477 CERTIFICATE OF DEATH 00470 


=! 


. sie 2 Reg. Dist. No. 
Oa, 5 1, PLACE OF DEATH 2, USUAL RESIDENCE {Where deccoted lived. It insillion: Residence before edmission) 
2 eee 0. COUMF - b. COUNTY 
* Sie plhnaied ATh LAANLD AR ROLL 
£ Be m B. CITY OR TOWN {ll culide corporate Timib, write Tc, LENGTH OF STAY IN Tb ¢. CITY OR TOWN (Il outside corporote limits, write RURAL ond give nearest town) 
g sof pe RURAL ond ae 
223 BM LOM ON Re ches |X aN 21D 
y 2S Aes a fa 
S 28% dd. NAME OF HOSPITAL {if not in hospital. give sireet addres) a. STREET ADDRESS w. 1§ RESIDENCE 
as] =_“ OR INSTITUTION / ON A FARM? 
g 39 1504) Se Ther SA ee | by S ves [] NOX 
= eno 3. NAME OF First Middle Lost 4. Date Month Day Yeor 
I (ype or pei) AL = LIZA PE DEATH Lows 
iS os 
«d 5. SEX 6 om OR RACE |7. MARRIED [ZPNEVER MARRIED a A DATE OF BIRTH "as fe Aes IF UNDER Me HRS. 
— 2s Miss, Ly TE _jwivowe Divorced [] ya. 
2 e882. 16s, USUAL OCCUPATION ‘Give Kind of work done] 105. KIND OF BUSINESS OF INDUSTRY [11. BiRTHPLACE Tatas or a count ae dls OF WHAT COUNTRY? 
g 82s during most of working life, even if retired) 
5 Res j= 4 HO A FE. LVIA-R fi DY 1 ‘ 
mene ay 13. FATHER'S NAME V4, MOTHER'S MAIDEN NAME 
Sa 
Gurcieie Lik R BUR 
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= Fes | Conditions, if ony, which ru St 
8 RE a eu doyeitrieii: immadiote 
5 £2 co¥se (0), stoting the under. (| SUE TO 
g ie = i X lying couse lost. {Spa = hf ee —= 
fy 
E288 < FS Past Ul. OTHER bs NT CONDITIONS. aE TING. TODEATH BUT NOT RELATED TO THE TERMINAL DIS AE COpe POON) 19. WAS AUTOPSY 
2 ; € Pe ; <5 
eases O18) HGly BAH REE SLL PE tA, FORLLAOD we) Nod 
Foube E | 20a, ACCIDENT WAS UNDERLYING [7 ” [20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury4n Pért | or Pom Il of item 18.) 
Sine cic & | OR CONTRIBUTING C1 CAUSE OF DEATH / 
Zeges G JME EITHER, NOTIFY MEDICAL EXAMINER) ’ 
¥ 8§& & |20c. TIME OF INJURY Month, Doy, Year [ 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. {City or town} (County) {Storey 
= 83 5 Hour o. m. While Not site foctory, street, office bldg., etc.) ra 
= E z p.m. lot work [7] of work uf | re e 
© 25 3 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH sc ntmaenenny 


ES ny eee (Where deceased lived. If institution: Residence before admission) 
b, COUNTY 
LLtiihifpl A LAL AA 


Bey TCITY OR TOWN {i outide corporote mits, write | c, LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outsifé corporote limits, write RURAL ond give nearest town) 

ty URAL ond giye neg Wg OD ae 
23 : | UA LU tind Jat giz A 4) 2 
Se 0: NAME OF HOSPITAL lit notin hoxpto, giv street a HA j - 1S RESIDENCE 
5S dd 21 Le Z 2tij402.b boa yes] No) 
2 5 Middle Da Day Yeor 
. (Type or print) f a 19, 


3. My C Be OR RACE |?. 8 wer OF eiRtA 9. AGE (In IF UNDER T YEAR|IF UNDER 24 HRS. 
(ical eon me @ Zz ‘ee ‘ 
ef 7E |wwowe pivorceo [) “&/4a JE & yn. EET 
Wo. ey 1 OCCUPATION (Give kind of work done] t0b. KIND OF BUSINESS OR INDUSTRY [11 BIRTHPLA' We Stote ‘or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
durjhg most of working life, even if retired) ag a 
—A)\AP LA LY PZ —- 2 tt A (Ze: GF 


14, MOTHER'S MAIDEN NAME 


urs.after death. 


Then please remove carbon papers. Po! 


that the death certificate be executed within 24 haurs ofter death. 


; of. 
« HAMNAL?. /PLO LLG Ld, tet he ALAA ADP LL. x. J dle 
ie WAS elias ‘U.S. ARMED bate a YEP SOCIAL SECURITY 40. | 17, INFORMANT 
fas. 10. oF unknown) IE yer, give wor or dates of service) 
Se 212-1) “pbb on Litt (GL) Letitia LE dtl 
18, CAUSE Of DEATH [Enter only one couse per line for (0), (b), ond (c)- J eitatct Bn 
PART |. DEATH WAS CAUSED BY: r 
; IMMEDIATE CAUSE (0 EREGRAL HEMORRAALE 
Yara DUE TO 
ie Goqdiivarssifienyie hich - AS CY BisEns 
3 — gove rise to immediote tb 3 v. -- £ 
= g couse (0), stoting the under: ( DUETO 
ee lying couse lot 
2 ee 
2 ‘ 
me (a) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. WAS AUTOPSY 
yes] Ni 

20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port I! of item 18.) 

OR CONTRIBUTING 1) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

}20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 208. PLACE OF INJURY iHome, farm, | 20F. (City oF town) (County) (Slate) 

Hour 0. m. Whi Not whil factory, street, office bldg., ete. " 
p.m. 19 Jot work [] ot work 


21. 1 certify that | attended the deceased fro rm laf WIND” ee oe, a2 --, 1822.,that | last sow the deceosed 


olive ont fw 2 G__ aes WE , ond that death occurred ot.es2 7 PAM, from the couses ond on the date stoted abave. 
ADDRESS (Street, city or town, stote) DATE "6 


| SeWaTuR Mo. 10S SE Maw Se ees ee SRO 2 U8 


Boe Stns VWesrm ister PV 3 


MEDICAL CERTIFICATION: 


L DIRECTOR: After this certificote hos been signed by the attending physicion ond completely, 


tetoined by the hospitol or attending physician. 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ’ 


Mo. BURIAL, CREMATION, 1 DATE THEREOF ‘Wc. NAME OF CEMETERY OR-EREMATORY Tad. LOCATION 3 town, or céunty) ~ (Stote) 
cee OVAL ee 4 
Beis ad et Z ct Lett (htrathend, betatah Lic ezngecsile 
ae = Me 2ha. REDBY Fin 4b. REGISTRAR'S SIGNATURE 
VS ANS (4) Vf . aK Poi 
15M 9755 a2 8 ‘58 ai ea 


1 


FOR STATE 
beat DEPT. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00472 
rc. waa EXAMINER'S CERTIFICATE OF DEATH 


Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 


meee 

2 a 0. STATE b. COUNTY 
é Bas Carroll MARYLAND || Maryland Carroll 
aes Bb. CITY OR TOWN (toute corporeal, wine tuRat |. LENGTH OF STAYIN TB ||. CITY OR TOWN (If outide corporote limit, write RURAL ond give neorest town) 
zene / and give pecret town 
so35| Sykesville LOmos -L8days Westminster 
BS Sa \. _— - 
2 Sj 3 5 d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
gees & y ON A FARM? 
SeRe ae ce Hospatal = eel ves] NOX) 
BE Fiat Middle lost 4 DATE Month Doy Year 
reed 
ad s Minnie Amanda Lee BEAVER | om January 1h, 1958 
56 ey 6. COLOR OR RACE j7. MARRIED [[] NEVER MARRIED []] 8. DATE OF BIRTH 9. bree’ ree WE UNDER IYEAR| IF UNDER 24 HRS. 
aise 1 et naar; i : 

oes Female White wibowen &} —stvorceo (J August 5 Q 1886 val metres eae 

3 35 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or toreign country) 12. CITIZEN OF WHAT COUNTRY? 

aes ~ Bide eastal ctu. even vhved) M 

ig ey - laryland U.S.A. 

re 3 I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

=D - 

Beg Levi Lee Annie Haines 

sie 15, WAS DECEASED EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT Address 

BoE es. 70. agvnknown) AUF yen, give war or dates of tarvice) 

Ox Ni ‘hee = 215-14-1936] Springfield Hospital Records 

z 4 18. CAUSE OF DEATH [Enier only one cause per line for (0), (b). ond (c).]_ InTURVAR Between 

PART 1, DEATH WAS CAUSED BY: 

$5 _ TART OFATH A eSiatt cause io) Pulmonary Embolism Hourse 

£3 =a DUE TO 

BS Conditions, if any. which by 

g- gave rise lo immediote couse = 

es {e}, stoting the underlying( OVE TO 

gts coune lost. ae (e. 


PART 11, OTHER SIGNIFICANT Ce inphecn? CONTRIBUTING TO DEATH BUT au sob TO THE MINAL DISEASE CONDITION GIVEty IN PART L 19, Tire. Ape. 

g B Seassoc.with steof metabolism, growth or nu ri tion,with sent. nile RFORMED? 
sig cartier resi) NO oO 

£ 200, EXTE! L CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part } or Port H of item 18.) 

CONTRIBUTING [) 

$ TH. 

2 

% [20c. THE OF INJURY = Month, Day, Yeor 120d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, as a {City oF town) (County) (Store) 

5 Hour 9, m. While _ Not while Sey TCO, ST 

= p.m. 9 ot work {] ot work 


21. 1 certify that I tack chorge of the remains described abave, held an Autopsy KJ, Inspectian PX}, Inquiry DR and in my 


opinion death Ited fram: Natural causes [[], Accident J, Suicide [], Homicide [[], Undetermined manner [] 


ACTUAL ‘ 7 PR eee? DATE SIGNED 
SIGNATU M.p, CHIEF MEDICAL EXAMINER [7] 


ertificate, writing the ward “pending 
be farworded ta the Chief Medical Exami 


Al DIRECTOR; Poge 3 shautd be used os o burial-transi? permit. 
or its designated agent, priar ta burial, cremotian, of remaval, ond in any event within 72 hours after death. 


& TO DEPUTY MEDICAL EXAMINER: This certificate shauid be executed within 24 hours after death. 


& % ASSISTANT MEDICAL EXAMINER [7] 
© a 
x= NAME (Ise James ls a M.D. DEPUTY MEDICAL EXAMINER] 1/15/58 
é 720. BURIAL, CREMATION. | 22b. DATE ia ic. NAME OF CEMETERY Smaneammigane ‘22d. LOCATION {City, town, or county) ~{Stote) P 
3 ity 
555 "BURTAL” | 1-18- n58 ams Creek Brethren Carroll Co., Md. 
3 S\_ [23. FONERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
a C. M. Waltz, Winfield, Md. Z. 
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in by the funeral directar, 
ond 2 should be filed with 


Then please remave carbon papers. Pag: 


ined by the attending physician ond campletely fj 
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DIRECTOR: After this certificote has been 
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d by the haspital or attend 
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uld be detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
, 480 — CERTIFICATE OF DEATH 00473 


Reg. Dist. No. 

. |}, PLACE OF DEATH 2. USUAL RESIDENCE (Where,deceased lived. If institution: Residence before admission) 

2. county. 7) MARYLAND b.county /7) y, 

ALCL https Lf ARLLAC HA 
b. CITY ¥,OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib We, (If outside corporate limits. write RURAL ond give nearest tows) 
‘ond give nedrest toy wD: 
& hAACea Mt Ln?) mt OO, La a 
d ce" aaye {IF nat in hospital. give street address) d. STREET ADDRESS @. IS RESIDENCE 
rO , ge I ON A FARM? 

. yes) No BRK 


Hen Ea (E —_ FI XLER tam _9 SRD 


{ First Middle ‘ lost 4. — Month Doy Yeor 


S. SEX %. COLOR OR\RACE |7. MARRIED L] A waned C] | {PATE OF Or 9. AGEAin yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Ck, loyirthdoy) [Months] Doys | Hours] Min. 
wivowen Divorced [] VE- A oar @ edi 


f0o. USUAL leet ula (Give kind of work done| 10b. KIND OF BUSINESS OR INDI shRy Tie 8 # 12. CITIZEN OF WHAT COUNTRY? 


during most of working Jife, even if retired) Wy ) me 
ihn ma ©, aa ity . ms 


ye a1 MAIDEN PaAME 


15, WA CECENGEREVER U, §. ARMED FORCES? 16. SOCIAL SECURITY NO. [7 ible Address 
Tyas. no, oF unknown) eee ‘Give Yor or dates of service) Sycceet-[ {2 -y Z 
LLL fia VA, 0 fatiH fiitiuton ~ltesatécdl, ALL, 


MEDICAL CERTIFICATION 


INTERVAL BETWEE! 


18. | Jie. CAUSE OF DEA OF DEATH [Enter only one couse 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
, IMMEDIATE CAUSE {o! 


Hine for (0), (b), and (c)-] 


4 Ye DUE TO 
Conditions, if ony, which (0 
gove e ta immediote 


cotse (0), stoting the ynder- ( CUE TO 
lying course lost. () 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(o})|19. WAS AUTOPSY 


PERFORMED? 
yes) NO 

20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port il of item 18.) 

OR CONTRIBUTING [J CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

}20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20. pac ‘OF INJURY (Home, form, | 20. (City or town) (County) {Stote) 

Hour a.m While Not ae foctory, street, office bidg., 
p.m jot work ["] ot work ' 


2.1 a that | attended the deceased =e’ 19.24, to__January 3, 1988__ that | last saw the deceased 
alive on__._January. ak 1958, and i? ath accurred at_2 3308 _M, fram the causes and an the date stated abave. 


‘ ADDRESS (Street, city or town, state) pe oe 


Li ae M.C.Porterfield,M. He 


220. popovst tee) 2b. ey ee: setae OF CEMETERY OR CREMATORY 7d. yy BATION (Ci Des 
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hysicion and completely 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 U0 4 q 4 
431 ._. CERTIFICATE OF DEATH 


BE ROLL. MARYLAND: 


ae CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b 
A AL ond we ni W tawn) 


Reg. Dist. No. 
2 eat Re eee (Where deceased lived. If institution: Residence before admission) 


"MA BR LD pen LAR Po dt. 


©. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 


1. PLACE OF DEATH 
. COU! 


WLMDS 6 SAL J WIADS 0 x 
aNAMEOE ede {(ifnot in hospital, give sireet address) d. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION / ON A FARM? 
ves ff NOT] 
3. NAME OF First Middle 4. DATE Menth Dey © iYeor 
DECEASED OF 
(Type or print) J BUR K E &i Be a 1S ped 4/13 19 57 x 


9. AGE (th yeors 
Tost bith) 


5, SEX 6. COLOR OR RACE |7. MARRIED PY NEVER MARRIED [] | © DATE OF BIRTH 
Ww wivowe] — oworceo | 2/ AS / /F 4-0 
40g. USUAL OCCUPATION (Give kind of work dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 


during most of working life, even if retired) 
i ; ENAD LIRAVLAN DD 


12. CITIZEN OF WHAT COUNTRY? 
13. FATHER'S: cane 14, MOTHER'S MAIDEN NAME 


aL 
Lew bap B “5 a 5. p= ANNIE SMI 


Dipey 2 sa URAL, 
ge Aa gaia Wee ae, DRISY BLACHSTEW LA WIN bso R SID 


[| ]1B. CAUSE OF DEATH [Enter only ane couse per ling for (0), (b), ond ae INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: ies iy Ae 
IMMEDIATE CAUSE (o) 


t ° OUE TO 


Conditions, if ony, which i" 
gove rite to immediate 

cate (0), stating the under. ( OUETO 
lying couse lost, e 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) | 19. TERFOMMD 


MED? 
yesC] no—>K 

20a, ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part t or Por! Il of item 1B.) 

OR CONTRIBUTING CJ CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

206. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, { 20. (City or town) (County) (Stote) 

Hour a, m. While Nat stiles foctory, street, office bidg., at 
p.m. 19 fot work [J ot work 


21. 1 certify thot | attended the deceased fram,_______----------. WO, o LL 4S 19. b that | last saw the deceased 


alive sda a a ee, ras ener and that death accurred peer a te ___M, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, state) DATE SIGNED. 
SENaTuR —¥ H's gree Ea eee ee ‘ff LSS 


we ae nannnn A Nedra 


2a. 3 aa ‘2b. DATE THEREOF Zc. NAME OF CEMETER S opiate 22d. icaaien (City. town, or county) (Stote) 
Op 
U1. RRéL oo 1b 
j] 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
DATE 2 (} pA ep Aaat/ 
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permit. 


the registrar prior ta buriol, cremotian, or remava!l, and in ony event wi 


a< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours after death. Poge 4 
joined by the hospitol or attending physician. 


z 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0475 
. 489 CERTIFICATE OF DEATH ata AY 4 


2 jab eres serene (Where deceosed lived. If institution: Residence before admission) 


9. Eas ss. Ey Oye 8 


b. CITY OR TOWN (if ovbide Reap limits, write [c. LENGTH OF STAY IN Yb c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


L ond give crest Oy), - 

LE IN 1> 5 fs Po Rn! wlMibips oR 
d. NAME OF HOSPITAL {If not in hospital, give street address} , di STREET ADDRESS 
AT OR INSTITUTION j 


_})- PLAGE OF DEATH 
A) ROBCOEN? A i jes MARYLAND 


els Gurties 
ONA 
Yes] ie sa 
3. NAME OF First Midd) lost 4. DATE Month Doy Yeor 
DECEASED M 3 (~ OF 3 
{Type or print) ff 0 IE LOLA JOWER SO della A Pj)» 19.5 g 
3. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] |. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
F W j= Z ieee Months] Doys Min. 
, widowen f=. olvorcen 1] [fF A yr4. Fé 
“I 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPEACE (Stote or foreign Lae 12. CITIZEN OF WHAT COUNTRY? 
33 DPI p. pre 


ys, 
during most ef working life, even if retired) 
13. FATHER'S NAM& 14. MOTHER'S MAIDEN NAME 


ow MLACIK Lee FouT = 


15. WAS DECEASED EVER IN U. S$. ARMED. wre 16. sane SECURITY - 17. INFORMANT Address N DA VE - 
Yes. po. oF unknown), (IE yes, give wor oF dates of vervice) B-([f FIA ee = " r a 
ie. Mi AR ENP GRAE SUDASIER. 


18. CAUSE OF DEATH [Enter only one couse per line for {o}, (b), ond (d). INTERVAL BETWEEN 
{ iz y Li M ONSET AND DPA: 


PART |. DEATH WAS CAUSED BY: & 
IMMEDIATE CAUSE {o) 


Bm ) } 
420, ) oer Layout iacle cpaggok Bey 
Conditions, if ony, which (b) Seat th 4 Lita #ULM At Cast , 
gove rise to immediote o e. f 


DUE TO 


(e). ee ee 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19." Deeonneoe 


MED? 
yes} No] 
200. ACCIDENT WAS, ENT Qa ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING EC] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. {City of town) {County) (Stote) 
=| oe Witte. Nel mile foctory, street, office bidg., atc.) | 
p.m, fat work [] Oe eo TEEN 


21. I certi t | attended the deceased Up ot, <2 0 bo An. ae 1922_27,that | last saw the deceased 


<< S) LEM, from the causes and an the date stated abave. 
ADDRE: treet, city or towp/Alote) DATE SIGNED 


Ok A iadMaes. YY (SX 


co¥se (0), stoting the under: 
lying couse lost. 


MEDICAL CERTIFICATION 


PHYSICIAN'S 
NAME (Type) 


To, oe bs DATE THEREOF > NAME OF aia ‘OR CREMATORY LOCATION (City, town, or county) (tote) 
PAL 12-175 8 SCE M: Dev eG § Pdp. 

ie FUNERAL DI we G 4 AS 2é4a. REC'D BY REGISTRAR ‘Ddb -REGISTRAR'S SIGNATURE 

obra at eard hat wt. OA. [ANY 4°38 | (UR atu 


ee, f 


3A Nvauna 


s 
Dares 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
» 483 CERTIFICATE OF DEATH 


Reg. Dist. No. 


mY 


8 5 1 bg hlas 2. secede (Where deceased er Hae Residence before admission} 
oe Carroll bl A a Maryland . —_ 
e 8 r b. RURAL end pps au A soot hahaa limits, weite | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest lown) al 
$2 Rural’="S¥kesville ince 2 /29/561| Baltimore City Z2YO1,Y 
2 2 “ d. GST CURCR Ee: {If not in hospitol, give street oddress} d. STREET ADDRESS °. Pheer’ 3 
Ae / Springfield State Hospital 390 Northern Parkway ves BNO) 
e 5 3. NAME OF Fin Middle lost 4. DaTE Month Day Yeor } 
> (Type or print) William Mathews BRAY bam January 7 19 58 
> 5. SEX 6. COLOR OR RACE [7. MARRIED [™] NEVER MARRIED ] | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEARTIF UNDER 24 HRS._ 


male white wioowenE] —_oworceo j July 11, AFH / Aer Months] Deys | Hours | Min. 


We. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign count 12. CITIZEN OF WHAT COUNTRY? 
ing most of working life, even if retired) 


rmacis Sa North Carolina United States 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Reuben Bray Rachel Emily Dorsett 
16, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT , ; ‘Address Sykesville, Mas 
no —~ 220-07-580| Records of Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (h-] INTERVAL BETWEEN. 


ONSET AND DEATH 


Then please remove carbon papers. 


the registror prior ta burial, cremation, ar remavol, and in any event within 72 hours ofter death. 


PART. OFATE MS At onus io. Myocardial infarction acute 
Ye26,/ DUE TO 
Conditions, if ony, which w Arteriosclerotic coronary thrombosis acute 


gove rise to immediote 
couse (0), staling the under: 


lying couse lost. {ce} i in j disease 


DUE TO | 


JAL DIRECTOR: After this certificate hos been signed by the atlending physician ond campletel: 


NAME (Type)_ Walther Sonnenfeldt / M,D 


Thové REMATION, | 22b. OATE THEREOF yf OF CEMETERY OR CREMATORY ity, loweor county) ( 
& Speci " Ve 
ae est Te ehiwendt fix) L3gh” Dag 
’ UINEBAL DIRECTOR'S SIGNATURE A [ae, Zy, 2a. REC'D BY REGISTRAR | 2: REGISHRAR'S SIGNATURE 
Batees: ¥ pened Ty 3o ve, A ¥C6 LOF# oate JAN 1 3 58 fe dun 


€ 
& 
é23 
S056 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS autorsy 
aes) 5 2 : 4 
485 $| CBS assoc. with circulatory disturbance, 
e038 = | 20. ACCIDENT WAS UNDERLYING C]_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nofure of injury in Port lor Port NI of item 18) 
Be & | OR CONTRIBUTING C1 CAUSE OF DEATH 
S22 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) ay 
s Bi 
o5s & [2%c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (Stotey 
Bug 3 Hour o.m, While Not while foclory, street, office bldg., etc.) ‘ 
3 5 ES pom. w jotawerk-[] of work [J ——— ‘ =e 
$ 3 21. | certify that | attended the deceased from_Aprs 27____._ 19286; tote! 2.5... . 19.58. thot t last saw the deceosed 
“a 3 olive on__danuary.6 Bice. hs a and that death occurred ot 6230 A m, fram the couses ond on the date stated above. 
= 3 tA J p ADDRESS (Street, city or town, stote) DATE SIGNED 
46% ACTUAL Ws L Vt ‘ i * 
yes SIGNATUR mo. _.epcingfield State Hospital _ : 
c > 
B48 PHYSICIAN'S 
rf 
s 
= 
€ 


po: 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours ofter death: Page 4 
TO Fi 


a 
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x gadeovelspizete* iicieres Arie *--- 


——- ae 
—— ene 


YT .msb de TS .1qA 


Be " 3 vrsuns 
5 ‘A nvauns or AMAL, eR 


T NVI 


(8 aarso 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7 aR CERTIFICATE OF DEATH hey niie OUST 


sé 
3 -? re ke ele a. Verdana Nid (Where deceased lived. If institution: Residence befare odmissian) 
2 = LANO 9. b, COUNTY a 
3 Carroll sed Maryland Riey a ffs. v 
. ° Ww b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
s oe) RURAL ond give neorest town} oz 
32 Sykesville 9 yrs.Qnftis 22iidys, : 
L2 d. NAME OF HOSPITAL {if not in hospitol, give street adds |. STR ADORI AS RI 3 
22 TP eA ae INSTITUTION (00! '@ Respite ies pe] . STREET ADDRESS e IS RESIDENCE, | 
25 ™ Springfield State ospital 3115 H yes [] No 
fe 3. NAME OF First Middle Lost 4. DATE Month Day Year 
. yee seimia) Florence Celeste BROWN ooh Janua 1958 

gj 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [1] |®. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 

a lost birthdoy) 

% Female White |woowe gm ovorceo) | April 20, 1875 82. 

ae 10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or loreign country) 12. CITIZEN OF WHAT COUNTRY? 

25 during most of working life, even if retired) 

et Housewife Maryland U.S.A. 

$ 2 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

9 

a Julius Bartholomeu Sarah Ki: 

2 3 1S. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

E Hs (Yes, ne er unknown) | {It yes, give war or dates of service} 

AS no Spr, St, Hospital Records. 

2 3 18. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b), and (c)-] TREE aS 

PART |. DEATH WAS CAUSED BY: 
si oi IMMESIATE Cause fo, Acute myocardd: inutes 
al ae 
DUE TO 


Conditions, if any, which Of the left ventrical wall. 
gove rise 1c immediote 
cause (a), stating the under. ( CUETO 


Iying <ovte low. Generalized arterioselerosia tears 


After this certificate hos been signed by the ottending physician ond completely, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 


3 
re 
$ 
: 
Ff 
as 
= 
oo 
¢ 
e Uv 
5 e 
Ae) a & Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. eas 
> fe] —e . q 
83% 8 1s CBS. 9, with dist, of metgholism, growth or nutrition | “SM oO 
Pues © | 200. ACCIDENT WAS UNDERCYING. CESCRIBE HOW INJUNTOCCONRE. (EAAncrhe- oY tha NBin Port | or Port Il of item 16.) 
|. os & | OR CONTRIBUTING L) CAUSE OF DEATH 
$226 & | {iF EITHER, NOTIFY MEDICAL EXAMINER} 
BESS & [20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn) {County} {State} 
5.28 6 3 Hour 0. m. % <|While o Not while factory, street, atfice bldg., etc.) | 
ak = 1 work of work o 
“ E : ie ot wa ork CJ 
a O15 
ees 21. | certify that | attended the deceased fram.____ 10-20-54, 19... ae , 1958. thot | last saw the deceased 
£239 1 9 58 
eg 3 3 olive on _, and that death accurred ot_L13.154m, from the causes and on the date stated abave. 
< Odo th ADDRESS (Street, city or town, state) DATE SIGNED 
32 
Fe) 
aEs8 Sethe CF AK -—,.,_ Springfield State Hospital __ 1-29-58 
ST - 
32 RE PHYSICIAN'S 
222 & NAME (Type Edmund _Lusthaus M.D __ Sykesville, Maryland 
& i bz? RIAL, CREMATION, | 22b. DATE THEREOF Wc, WAME OF CEMETERY OR CREMATORY Md. i TION (City, tawn, of count; Stote} 
ss £ REMOVAL (Specify? \ we 5 4 Y ee 
o> F YY » f f 
ae Cried |2///S Mcct (ies rie 
a 23. FUNERAL DIRECTOR'S SIGNATURE eA ADORESS . 24a. REC'D BY REGISTRAR ‘24d, REGISTRAR'S SIGNATURE 
VS AIS (4) / f 
Tem 758 ZA JZ ej OM fn an m7} ‘a cate FEBS 58 BBaLL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 0 4 7 8 
, 485 CERTIFICATE OF DEATH hen. 


vad 


~ ae. = 
s 3 = 1 VE aaa 2 adonse cise Se (Where deceased lived. If institution: Residence before admissian) 
3 £3/ : % Carroll marvano |] °°" Mary] and bICOONTYA@ a OIL: 
. del : 
£ Biol ead b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF autside carporate limits, write RURAL and give nearest tawn) 
Ga / RURAL ond give neorest town| 
gs 9 g re ) 5 
3 S23 Rural --Sykesville Life ~ Rural-- Sykesville 
2 ay 2 a. EGR oe (IF nat in haspital, give street address) d. STREET ADDRESS: e eon 
o lie ~ 
2 RS ye) Bushey Road YES] Nol) 
o ec ri 
= 6 3. NAME OF Fi Middl 4. DATE 
= ae, DECEASED , ‘inst " = aoe =//L; Lost =" ~ peecm y, Boy ‘se a 
& = (ppeieriprioth YH PR. Dies |. aes M. USRES DEATH Jin~ 6 95 
= =e 5. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED PS | 8. DATE OF BIRTH 2. AGE fn yous [IF UNDER UYEAR|IF UNDER 24 HRS. 
= 48, ~! ei fast" oy) | Months} Doys | Hours Min, 
S she » tfemale white |weoweQ ovorenQ | 7-8-1939 yn. 
2 eg y 40a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
FA Segre: \ during most of working life, even if retired} Fr ig: Ss 
5 zes ‘| None faryland aSn. 
3 . 8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
° : : 2 
icone Frank L. Bushey Mary Virginia Grimn 
ES 8 a WAS Pca ee U. S. ARMED. ee 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fes, no. oF unknown} (IE yes, give war or dates of service) 
2 no none Frank L. Bushey, Same 
8 1B. CAUSE OF DEATH [Enter only one cause per line far (o}, (b). ond (cl-] INTERVAL BETWEEN 
— PART I, DEATH WAS CAUSED BY: Vo “ee ra iye 5 
T DEATH WAS CAUSED BY: fp wev nen iA drwichunal Olths med, 
é . 4G DUE TO 
7 Conditions, if ony, which wm C¥rdne forlope, 
gave rise to immediate 
couse (0), stating the under- (OVE TO 
tying cause last, ) 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART. Ifa} 19. ote 


2 


yes] no—) 


20a, ACCIDENT WAS UNDERLYING [J 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port It of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


$$$ 
20f. (City or tawn) (County) (State) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, for 
Hour on. While Not while factory, street, affice bidg., et 
p.m, 19 Jat work [ot work O) H 
fxg 
j ADDRESS (Street, city or town, slole) 
ACTUAL j P 4 = 
SIONATURI Z Mors. See heehee, Pek. eee 


22a. BURIAL, CREMATION, 2b. DATE THEREOF 2c, NAME OF CEMETERY @R-EREMATORT 22d. LOCATION (City, town, or county) (Stote) 
FVOMSCTRE, | 1-13-1958 Westminster Westminster, Maryland 


MEDICAL CERTIFICATION, 


AL DIRECTOR: After this certificate hos been signed by the attending ph: 


ould be detached far use as the buriol-transit permit. 


=< TO HOSPITAL OR ATTENDING FHYSICIAN: The low requires thot the death certi 
moy bg retained by the hospital ar attending physician. 


e 23. FUNERAL DIRECTOR'S SIGNATURE 3 ‘ ADDRESS: ‘da. REC'D BY REGISTRAR . REGISTRAR'S SIGN, RE 
5 AIS (a M. Waltz, Winfield, Maryland oaTegAN 1 3 58 eiree é 


ernst St Nv 


Page 


ined for your files. 
te Board of Health, 


thin 72. hours ofter death. 


“a 


eral directar. 


‘0 the fF. 


If any delay is necessary. please 
AL DIRECTOR: Page 3 shavid be used as a burial-transi! permit. File pages 1 and 2 with 


wi 


th form PM3. Page 5 may 


wil 


Item 18, Give Pages 1, 2, and 3! 


itin 


in penci 
*s Office clang 


ner’ 


ificate, writing the ward “‘pending™ 


be forwarded ta the Chief Medical Exomi 


execute the certi! 


4s 
TOF 


designated agent, priar ta burial, cremation, ar removal, and in any event 


or ifs 


TO DEPUTY MEDICAL EXAMINER: This certificate shauid be executed within 24 hours after death. 


VS. AISME 
5M 2/87 


‘MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 047g 


Reg. Dist. No = 
2. USUAL RESIDENCE (Where deceased lived. If inslitulion: Residence before odmission) 


oA YB ii LEN) b. COUNTY CARROLL. 


¢ SIM OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 


Oph WEW  WiNdSoR_ 
d. LoL ADORESS. fe. 1S RESIDENCE 
/ ON A FARM? 


GE ix MARYLAND: 
b. CITY OR TOWN IIt outside corporote limin, write RURAL [ LENGTH OF STAY IN 1b 


end give nearet town] 
WRAL WLW _W/NDEO Men THS 


d. NAME OF HOSPITAL OR INSTITUTION [If not in hospitol, give street oddress) 


» DectASeD FB 
(ype or print) 7B 78 iC, 


L¢ ff Iv F | 
5. SEX 6. COLOR OR RACE |7- me eS MARRIED [J| 8. DATE OF BIRTH % i if Fe 
lat bi 
fe Col. jwoownt)  oworceo) | AVE: /¢ */98 Sf yn. 
100, USUAL OCCUPATION {Give eae ak KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slole or foreign country) —~—=«*N A. CITIZEN OF WHAT COUNTRY? 
juring most of working life, even if retire 

_ MONE MOWE | JIGKYLAND YS 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

PES ae) BVTLER LOUISE BoTLeER 
15. WAS DECEASED EVER IN U. 5. a RCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Addren 


Yen 99, oF unknown) 


i ye, give war or dates of rervice) DN = 4 ls - Bork E ER. Hew WwitlD sok’ 
18. CAUSE OF DEATH [Enter only one coure per line for (o} 


), (b), ond (e}. 
ri ONE ReR (leswres Dice eurlp Prewmonin 
4 7/ x DUE TO 


Conditions, if ony, which is 
Gove rise 10 immediole couse 

joting the underlying{ OUE TO 
(ere ( 


w 


of work [] of work 


g PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. eS Cry 
eee ERFORMED? 

2 

= a: ves] not] 
200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enier nelure of injury in Port Lor Port it of item 18, 

& | PRIMARY C1 or CONTRIBUTING C1 a eas ) 

8 | cause oF peaTH. 

3 os 

3 [0c TIME OF INJURY Month, Doy. Yeor 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, for, fn (Cily or town) (Counly) 

8 While Not sien factory, street, office bldg. etc.) 

3 


| took chorge of the remoins ae obove, held an Autopsy 0. Inspection Bx], iry RY, 


lesulted from: Oe ep ee “ew [1], Suicide [J], Homicide [7], Undetermined manner [-] 
o mo, CHIEF MEDICAL EXAMINER [] 


= ie ASSISTANT MEDICAL EXAMINER [7] 


fa aS ee ABS t f DEPUTY MEDICAL EXAMINER 


1. CREMATION, Tb. DATE THEREO! Py NAME OF CEMETERY OR “CREMATORY eZ LOCATION (City. town, = <= as 


seer | see WESTERK CHBPEL 


iL fil 
yS SIGNATURE ADDRESS: 240. REC'D BY REGISTRAR REGISTRAR'S SIGNATURE 
Vidic Tle MWesidcory Mofhin 6 oe tlt Wg 


way 


in by the funeral directar, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 


and 2 should be filed with 


¢ 


Then please remave carbon papers. Pa! 
in 72 hours ofter death. 


ate has been signed by the attending physician ond completely 


= 
is 
eo 
& 
a 2 
eS 
Bc 
! =v 
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VS AIS (4) 
1SM 9/5S 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


; CERTIFICATE OF DEATH et 00480 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0. COUNTY a. STATE b. COUNTY 
Maryland 
b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 
1,970 days Baltimore EVOL 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS. @. 1$ RESIDENCE 
OR INSTITUTION ON A FARM? 
Henryton State Hospital 113 W. Franklin Street ves 1] No 
3. NAME OF Fi Middle 4. Pog 
poe inst ida lost Month Day Yeor 
Wifeeer pam Lee Cade Stat 


5. SEX 6. COLOR OR RACE |7. MaRRIED [RJ NEVER MARRIED [1] [®. DATE OF BIRTH 9. AGE (in Wen TF UNDER 1 YEAR| 
last birthday) 
Male Neg wioowep (] Divorced [] 5- 4-1902 55 yn. 
100. USUAL OCCUPATION (Give kind 2 work done! 10b. KIND OF BUSINESS OR INDUSTRY [1}. BIRTHPLACE (Stale or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Bethlehem Steel Lumberton, Ne C. USA 
14, MOTHER'S MAIDEN NAME 


Sally Johnson 


17. INFORMANT Address 


Lee Cade = Patient 


19. FATHER'S NAME 


Peter Cade 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yes, ne. oF unknown) (1 yen, gree wor or dates of service) 
a) 
9 8-10—' 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c)-} 
PART I. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE o]|_Lar advanced bilateral pulmonary Tbc., Aneurysm 
ouetro Of the aorta. 


Conditions, if ony, which (__Late Syphilis 


gove rise to immediote 
cause (0), stoting the under. ( DUE TO 
lying couse lost. a 


rat I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa) 


200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part I! of item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


INTERVAL BETWEEN 
ONSET AND DEATH 


5 3 years 


19. WAS AUTOPSY 
PERFORMED? 


yes(] no] 


a 
2%e. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour a.m. While ot eetile. factory, street, office bldg., etc.) 
p.m. 19 lot wark (] of work [J H 


21. | certify that | attended the deceased fram__ September 6 1952, to January. 30.., 19.58. thot | last saw the deceased 


alive an_sanvary. 30 ee 5 toe bb ee and that death accurred at. LL2554m, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stole) DATE SIGNED 


MEDICAL CERTIFICATION, 


ACTUAL “ 
SIGNATURE. M.D. .. 
LG ah Y cece “< a 


PHYSICIAN’: 
|_|NAWE (tyees_E dears M Ma ars M. Maculans. upte _ 


[ 720. BURIAL, CREMATIC CREMATION, 3 DATE THERESE The NAME OF CEMETERY OF CREMATORY 7d, LOCATION (City, town, or county). (State) 
NOH iy: TH CA RoLin A 
23. rota DIFECIOR 3 1a Fic pane DED 2éo. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGMATURE 
” i Q GFithe ' Do o_t 5 
Wiliam A JacksonZ1y win lomen3 "98 (rp educd 


Aye. 


ol 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH Pear ciy st 81 


om 


ay 4 BSEe 
3 oma |_|} PLACE OF DeaTH a 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
. $ ° °. b. COUNTY 
3h / Margland City 
rc] % = b. CITY OR TOWN (If outside corporote limits, write c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) Vv 
$5 RURAL and give nearest town) bas 
$2 Sykesville lays Baltimore IV0i 
22 d. NAME OF HOSPITAL (if not in hospital, give treet address) od. STREET ADDRESS @. 15 RESIDENCE 
i 4 a OR INSTITUTION ON A FARM? 
me ey : 1220 E, Cold Spring Lane yY vs NOB 
ce 
£6 3. NAME OF First Middle lost ‘4, DATE Month Doy Yeor 
2 DECEASED OF . 
= {Type or print) Joseph CATANZARO | DEATH January 4 1958 
Se 5. SEX 6. COLOR OR RACE [7. MARRIED EJ} NEVER MARRIED [7] | 8. DATE OF BIRTH 9%. AGE ue R[IF UNDER 24 HRS. 
s ef hon ths H: M 
a. Male White wiooweo[] sé ivorceo December 6, 187 5 iene ie pants | 
€ Be 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY?, 
Ses during most of working life. even if retired) 
aes Stone Mason Self Employed Italy Italy 
§ 8 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
36 
Bee ylvester Catanzaro Angelina - 
293 15. WAS DECEASEDEVER IN U, 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
a o Ve. "N unknown) {it yer. give wor or dates of service) Ss 4 Pa, ld H it 1 Re ere 
DER ° = = orilngt Le ospita Cc Ss 
2 
38 
8 HY = 1B. CAUSE OF DEATH [Enter only one couse per fine for (0), (b), ond (c).} INTERVAL BETWEEN 
2ay PART I. : 
o 5 é oe TART I. DEATH MPDIATE cause fo.__Arteriosclerotic heart disease 
£f 3( v4 com: DUE TO 
Bz» Gohdifiontit any! which Generalized arteriosclerosis 
yes Nw Gevahteiic’ imaadion’ ———_— 
gas couse {o}, stoting the under. ( OVE TO 
g2 ' z r lying couse lost. {ch 
- o.. Pagt U. OTHER SIGI IT Cf ‘ sen ONTRIBUTING EATH BUT Leo or. FHE TERMUN, ISEASE Mey GIVE hy IN PART 1(0}] 19. itor AUTOPSY 
este: Bie C.B.Seassoc.with of metuboLism, CSM, 2 or nutrition with senile RFORMED? 
age2e $ brain nsycho a on wo No 
eoZs = 1200. ACCIDENT WAS UNDERLYIN Oo 20b, DESCRIBE HOW INJURY OCCURED. {Enter noture of injury in Port | or Port Ul of item 1B) 
Pec & | fe eimien, Nowy MEDICAL EXAMINER 
sit* *4 ; 
Stes G |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hom 1 20f, {City or town) Count) Stote} 
5 & Y (City (County) (Stote) 
5.28 3 a Hour o.m. While Not while foctory, street, office bldg., 4 
E5¢ 3 jot work [] ot work [J ' 
Ste s 5 ; 
= 25 3 21. E certify that | attended the deceas from _Vanuary 9, 65 Wee = toy anuary clas ee. ithat | last saw the deceased 
£2 , 
- i B38 olive on_Yanuary 3» ee ee and that death wai ot 12250, fram x causes and an the date stated abave. 
=) ° 3 ee L ADDRESS (Street. city or town, state} DATE SIGNED 
coal m PAA 
geie | [tend _Springfield State Hospital U/h/s8_ 
oR 
see) PHYSICIAN'S 
sae NAME Wore Eciaund laysthauss MaDe _. Sykeavallie, Maryland. 
Si My To. "tor SouaOM ‘Wc, NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town. or county) {Stote) 
>» = A ypecify] 
Pee L 8/58 New Cathedral Cemeter Baltimore, Maryland 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs ofter death: Page 4 


TO FI 


pb necaOgS : aes Dy Ques, | Baa. REC'D BY REGISTRAR | 24b. REGISTRAR'S ~— 
VS. AIS 44) CZ a Ley) og Oxy (2 ae ORS 
ea ors LAF, A Ms DATEIAN 6 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
48 9 CERTIFICATE OF DEATH eon 0482 


om 


os 
hs 


ss 
3 =z " Coie + a ase aes! (Where deceased lived. If institution: Residence before admission) 
32 . CA RRO (Oe MARYLAND || ° PIAA RLAISD COUNTY 
3 3 b. GU OR emia (lt suse corporote limits, write | ¢, LENGTH OF STAY IN Ip c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) J 
= Bac ale sereot Ae é 7 ae a at : 
53 RES, 46E * BALTIAT O RE 3 \ 
€ 2 = d. NAME po aae (IF not in hospitol, give street oddress) nal | d. STREET ee e. pps 
£4 a pee tictl) 
3S 1S | spe FIELD STATE OST Ad io) G/L/ 9848 E Aa Yes] NOP 
ec & =) =. 7 = 
& 3. NAME OF 
5 NAME OF / Month Day 


bal ee 
i9 S < 
IF UNOER 24 HRS. 
Min, 


PASS 


IF UNDER 1 YEAR| 


Months 


-> First Middle Jou 4. DATE 
{Type or print) G eCorge K. aUsA ond, C/A, Af lis Stara 
5. SEX 6. Sea RACE | 7. MarrieD (] NEVER MARRIED Fe 8. DATE OF BIRTH I AG ies 


MH a/e wivoweo EF] _bivorceo [] (€$3 yee 


109. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


during most of working life, even if retired) s fe ‘A R 5 LA Wa) 


V3LEAJHER'S NAME 14, MOTHER'S, MAIDEN NAME 


BLES B. CHANEF (TARP E- BOreke 
1, WAS DECEASED EVER IN U. S. ARMED FORCES? 116, SOCIAL SECURITY NO. 17. INFORMANT Adress 5 
Vo _| — | Records Ch STRING HELD Mol PITAL 
18, CAUSE OF DEATH [Enter only one couse per line For (0), (b), ond SS) a j a INTERVAL BETWEEN 
parte ee Cer CRALL— YR CNS RA HAGE 7 DAL 


\ 


Conditions, if ony, a er: GEVERALIZO BPRICR 1 OSES CROSIS re THAN (by 


o 


ae 


12, CITIZEN OF WHAT COUNTRY? 


Pirene Pr 
Sam, 


Ib 
gove rite to immediote (b). 
couse (0), stoting the under ( CUETO | 


lying couse lost. tg 


3 Parr Il, OTHER SIGNIEICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
EI MVENTAL DEFICIENCY SECUERE L2/0 PATHIC VSD) NOEL 
= [200. ACCIDENT WAS UNDERLYING C]__]20b. DESCRIBE HOW IRJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 1B.) 
& OR CONTRIBUTING 1 CAUSE OF DEATH 
© [CF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Doy, Year | 20d. INIURY OCCURRED  [20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
a Hour 0. m. While Not while foctory, street, office bldg., etc.) Hi 
= p.m. 19 [ot work [[] of work [J 1 
, Q 
21. t certify that | attended the deceased fr: m_tTAR EH, 19.8.6, t a) al, 19 Sfthat | tast saw the deceased 


PM, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) a SIGNED 


wo, TRIN GF 
rumscwns (ALTER  XN/ Srkesvi lle MARL LAUD. 


alive on. pBdAc.. mK oe 12_s2=<<_, and that deoth occurred at &: 


ACTUAL 
SIGNATURI 


L DIRECTOR: After this certificate hos been signed by the attending physician and completely, 


hauld be detached for use os the burial-transit permit. Then please remove carbo: 


the registrar priar to burial, cremation, ar remaval, and in any event within 72 hours after 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 
moy be retained by the hospital or attending physician. 


See eee 
‘220. BURIAL, CREMATION, | 22 ‘72c. NAME OF CEMETERY OR CREMATOR’ 72d. LOFATIQN (City, town, 
® EMOVAL (Specify IY Z sala ech to Pe aivlowirer eh ae 
° a (NAA PY xh A Pa As LA 
cs a y e Pha. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
SAIS (4) t/ LA Se U7 15 
5M 9755 WA (1 AkLiirdchletin ff Ria. L0G DATJAN 2 7 108 i 


that the death certificate be executed within 24 haurs after death. Page 4 


ires 


The law requi 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


od 


jirectar, 


led with 


¢ 


vet 
‘ 


4 in by the fy 
\ ond 2 shold b 


@ 


may be retained by the haspital ar attending physician. 


TO FU 


After this certificate has been signed by the attending physician and campletely 


L DIRECTOR: 


. 


Pi 


Then please remave carbon papers. 


-transit permit. 


auld be detached far use as the burial: 
the registear priar to burial, cremation, ar removal, and in any event within 72 haurs ofter-death. 


pag} 


VS AIS (4) 
1SM 9/SS. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


) Es ) 
CERTIFICATE OF DEATH poet 00483 


2. USUAL RESIDENCE (Whee deceased lived. If instilutian: Residence before admission) 


a. STATE ‘ary, d. b. COUNTY Ca vrel/ 


c, CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest lown) 


1 beret Mage p) 
= reef MARYLAND 


¢. LENGTH OF STAY IN 1b 
Aife 


b. ann OR TOWN {If outside sated limits, ae 


RAL ond give nearest to 2 


xX Ilhan pStEaD [ural 


Lif not in hospital, give street ogdress} od, STREET ADDRESS @. IS RESIDENCE 
; ‘ TL) fe, ‘ON A FARM? 
5 < i (Xa on yes (] No ft 
3. NAME OF Fint -/ Middle lost 4. DATE Manth Day Year 
{Type ar print) [7a r é 4 cba 2 fe DEATH Arvua él 19 rez a 
$. SEX 6. COLOR OR RACE 17. MARRIED [] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors [IF _ TYEAR] IF UNDER 24 HRS. 


Hg uh (me LE winowena —_oivorceo OQ) | “Wp 26,/923 7 ey ‘ei Eel ik 


10e. USUAL OCCUPATION (Give kind of wark dane] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign country 12, CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 


House fe Mowe gueylanwe US Ae 


13. FATHER'S NAME 14, MOTHER'S MAY yy, NAME 


2d, Cn aged 


18, WAS DECEASED EVER INU. S. ARMED FORCIS? [16. SOCIAL SECURITY NO. pee ‘Address 
es, 80, OF unknown} {U yss, give wor of dates of service! z ‘ “ > Tei 
“vO 1$-F4,-SG, oO aS o fe Spy gf each Ne 


18. CAUSE OF DEATH [Enter only one oe for (0), (b), and, (e)-] INTERVAL BET! 


N 
ONSET, AtgD ABATH 

PART |. DEATH WAS CAUSED BY: fz 
IMMEDIATE CAUSE (0! Dreb ke [ZEPSCL a eo 


i of DUE TO 
é 7 , : 
Conditions, if ony, which fe ee IEA 4 (y Z AID, Y asiias 4 


gove rise to immediote 


cotse (0), stoting the under. {| OVE TO 
lying cout Jast. tc 
Pact fl. OTHER SIGDHACANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Nfo)]19. WAS AUTOPSY 
2ZLo~ yy SB Yo ' ay) “es PERFORMED? 
1OUA Sets 4 Md: =, - Yes [J NO. 
20a, ACCIDENT WAS UNDERLYING-E}—120b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part or Port I of item 18.) 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY ae farm, 1 20F. (City or town) (County) (State) 
Hour o,m, | White Not while foctory, stree!, office cab 
p.m. 19 Jot work} ot work —f— _— ni 


21. | certify that | attended the deceased ——— MOL 3, 962 ta; 
alive on_. EY ST, > a fat death occurred BEM, te the causes ac an the date stated above. 


ACTUAL és ey A 
SIGNATURE 7-24 fo-4 4 Era a 


naan, Clo p ush LAL PS ColIUSh MD _LA+t ed A Geet VE, 


720. BURIE Bua ; Sak MATION, | Zp ‘DATE THEREOF] 220. NAME-DF CEMETERY OR CREMATY THEREOF Tic. NAMEZOF CEMETERY re CREMATORY 22d. LOCATION {City, town, or county} 
Specify G ¥ 
Coes Citak os via at ats 
JO ary 
‘ 


—— 


Zz 
fey 
= 
g 
6 
= 
= 
5 
& 
vv 
< 
v 
a 
8 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
EDICAL EXAMINER’S CERTIFICATE OF DEATH 00484 


Reg, Dist. No. 
1, PLACE OF OE. ATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmi 


>O 
ye 
es 
i~] 
mm 
3 
at 


= 
mn 


3 ( a SHCOUNTY gage, || oc STATE n t b. COUNTY igh 

Oo 4s b6++2{h_— 

avo / vane — 
i z b. coy, OR oN il corporote limits, write RURAL cm KeRG TH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town} 

os ive pagsgs! town} ‘e: 
8 6 The os 
ies ie d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS @ IS RESIDENCE 
S i CO f ON A FARM? 
7e 
oe ST GRRE OE = ——— —= = 
5 2 . NAME Middle 
‘ed 2 DECEASED : 


7 
teen) GEORGE .: LLS Wore Lowrppi 
B. DATE OF BIRTH 9. AGE tim yoon [IFUNDER 1YEAR| !F UNDER 24 HRS. 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIEO 
text birthday} 


an wiooweo [] _—ooivorceo Nov /@ -/9S7 ys. 


10b. KIND OF BUSINESS OR INDUSTRY * BIRTHPLACE (Stote or foreign country) 


ind of work done 
even if retired) 


2, ond 3 to the funeral director. 


Page 3 should be used os a beriol-transit permit. File pages 1 and 2 with 


S) 


i CITIZEN OF WHAT COUNTRY? 


2 he 
EORhE AR LLSWoORT 00K 
15. WAS DECEASCD EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY 
es, 10, er unknow, | (10 yeu, give wer or dotes of service) 


A 


LS relay Aaaggoud 
pice Aaragieal 


18. CAUSE OF DEATH [Enter only one couse per lina for. (o}. (b}, ond (c). ip = = Fal INTERVAL GETWEEN. 
PART |. OEATH WAS CAUSED BY: ee 
oF ORM MMEDIATE CAUSE (0} eae iis see z oni Foyn 
Uf DUE TO 
v Conditions. if any. which o) 
Gove rise fo immediote cours 
ing( DUE TO 


in pencil in item 18. Give Pages 1. 


{a}, stating the un 
couse fost. ote te). 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING G TO DEATH BUT NOT TELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io)i 19. pes? AUTOR 
re oOo. as oy: 


‘on, of removal, and in ony event within 72 hours afte: 


if 


200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
PRIMARY () or CONTRIBUTING [9 
CAUSE OP DEATH. 


berict, cremat 


20d. TNJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20f, (City or town) (County) (Storey 
While ledihthe factory, stree!, office bldg. etc.) } 
H 


ot work [[] of work 


20c. TIME OF INJURY Month, Doy, Yeor 


[ae 
pom. 9 


21. 1 certifythat | taak charge af the ee described obave, held an Autapsy (_], Inspectian IY] 


MEDICAL CERTIFICATION. 


, Inquiry wy ond in iny 


te, writing the word “pending’ 
be farwarded to the Chief Medical Examiner's Office alang with form PM3. Page 5 may 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If ony deloy is necessary. please 


€ 5 apinian deatl} resulted from: Natural caus SK Accident [[], Suicide [], Homicide [7], Undetermined monner (1) 
rad o 
235° 
. & z p, CHIEF MEDICAL EXAMINER [1] DATE SIGNED 
¢ ; i 
= = 5 * a ASSISTANT MEDICAL EXAMINER [1] 
= ne ’ AMES i > ™M, A RS He DEPUTY MEDICAL EXAMINER 
eé ADR, CREMATION. 22b. DATE THEREOF : aL GA 
xe pecify] 
Sp. -EELMISS Vin a 
= 20. F iy DIREC Pam SIGNATURE ADDRES ‘Pho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS. AISME e77, Fund i 
5M 2/57 DATE DAN 2 2 SB 


OG aoe 


i | Nvaung 


Di, 


JL 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 v 045 
L ao 
CERTIFICATE OF DEATH Reg. Dist. No. E 


© se 
s ic - ik PLACE OF DEATH 2) USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
oO f a, COUN’ a. b. COUNTY 
“ o2/ m Carroll ee faryland 
é a) ca b. a Sa (If outside corporate limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest tawn) v 
g sa URAL and give neares! town) 3 ; ‘ 
ae Rural: Sykesville Md. 17 days Baltimore Cit: o 
iy ~ i i ji EStDENCE 
2 2 43 ‘ J. enor ae {If not in haspital, give street address) d. STREET ADDRESS e Sa reed 
ohne Springfield State Hospital 16124, 29th, Street, 1 yes) Nog 
2 £6 3. NAME OF Fist Middle lost | [4 Date Month Doy Yeor 
od $ (Type or print) Joseph Norris Cooper DEATH L Ch 
= 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Rae tast birthday) [Months] Days Min 
ae Te Male White |wooweot] i oworceof] | 1-10-75 83 om. 
$ — Oe 100. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
g 8 Rie dyring most af warking life, even if retired) a 
eed Carpenter Shipwri Bal to.Maryland 
oe 5 a ny 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
cot 
$3 ae John Huber Cooper( George W.Cooper Mary Gorman ? ( Eliza S. Clark 
= 302 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= a Es {Yan no, oF unknown) {It yes, give wor of dates of service) . 3 g a 
8 ets NO NONE _ Hospital RecordsMrs Maud A.Cooper Same 
3 28: 18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b). and (c)-] INTERVAL BETWEEN 
° 3 52 ir Mot + DEATH ANEDIATE CAUSE fo Coronary Occlusion seconds 
5 fF? te DUE TO 
= 32> Conditions, if any, which wp Arteriosclerotie cardiovascular disease 
s 3 5 ° gave rise ta immediate Fetes 
Ss ae case (a), stating the under- 
= § i | lying cause lost. ©. 
38 ty 5 x é Paat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}|19. WAS AUTOPSY 
83255 —~ |2| Chronic Brain Syndrome a sociated With cerebra arteriosciorosis with ays one 
£e5 28 B) yehotic re 20 ves (4 No 
Me oar = aoa § RU | ote 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part ! ar Port Il af item 18.) 
Ee 5 
< E325 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2353s & }20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (Cily or tawn) (County) (State) 
Ss 62380 3 Hour a.m, * White Nat while foctary, street, affice bidg., ete.) ! 
i olcoeee = p.m. Jat work [] at work [J] H 
283 Z 21. | certify that | attended the deceased from___.Jaouary. 19 1958_, to daouary._.27, 19.58.that | lost sow the deceased 
estes alive on_danuary 27, 12.58, and that death occurred at_32 104 M, fram the causes and on the date stated abave. 
Ee £6 a ADDRESS (Streel, city or tawn, state) DATE SIGNED 
~2se 
pelts wo, Springfield State Hospita), 1-27-58 
Ofcara | 7 E 
25 5 PHYSICIAN'S: Wate 2 
Zeges NAME (type)_2rene L. Witchman, M.D. Sykesville. Merviang!. 
Fd £ ‘o> 220. BURIAL, aap, 2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
‘a EMO; i 
Ed2e2 purty” | 1/29/58 Mount Olivet Cemetery | Baltimore Maryland 
“a 2 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR 24b. ee gl il 
7 
asia! HENRY SANDER & SONS INC. BALTIMORE MD, JoaWAN2 98 | eieti ead 


$A nvaund 
S52 N 
AwoaG 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ag CERTIFICATE OF DEATH 


= 


U048 


e ait Reg. Dist. No. 
8 3 = 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Whore deceosed lived. If inftution: Residence before odmision) 
D5 bao a. io b. COUNTY . 
ar eses Varroll oreeeaet Maryland Balto,.City 
‘ 3 3 ve B.CITY OR TOWN UF ounide corporate | ie | ¢. LENGTH OF STAY IN 1b | GORENG Neale) SRE Eau 
7 32 Sykesville yr e9mos elidayg Baltimore 1h oN 7 
= 23\ 4. NAME OF HOSPITAL {IF notin hospitol, give street eddresy d. STREET ADDRESS 1S RESIDENCE 
5 £5 
© BS Springfield State Hospital 2325 Foster Ave, ves No) 
= = 5 2. NAME: oF First Middle lost 4. DATE Manth Doy Yeor 
a ies corral Viola Elizabeth S, COOPER beam January 27, 1958 
Ee 3. SEX 6. COLOR OR RACE |7. MARRIED ["] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (in yeors [IF UNDER 1 YEAR]IF UNDER 74 HRS. 
3. 2 aa ie: hdoy) [Months} Days | Hours Min. 
a ee Female White WIDOWED [&] oworceot] | September 2h, 188 Yar 4 
= eB; T0o. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
pCi 8 ; during most of working life, even if retired) 7 
Eee I Housewife - Wash., D.C. U.S.A. 
g o8% 19, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© §8% Z 
Sui achary T. Simmons Lillian McGee 
= $ 5 3 1S, WAS DECEASED EVER IN U, §. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= & (Yas, ne or untinewn) {HF yes, give wor or dates ot service) 
8 ptr No - - Springfield Hospital Records 
< £2 
* Ose 18. CAUSE OF DEATH [Enter only one covse per line for (0), (b), ond (c).] INTERVAL BETWEEN 
S$ $32 ONSET AND DEATH 
L eopete Bed cA ee cele Bilateral bronchopneumonia 3-4 days 
£ off Al Ge 75s, e = 
eos, "y x DUE TO 
° 3 
€ 32> Conditions if ony, which 
= gy (b) 
3 RES Gove rite to immediote 
Si eee cause (a), stoting the ynder- ( DUE TO 
g g? aE lying couse fost, «) 
3 2 3 o._. 3 Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}/ 19. ie aus’ 
seeae |&| Psychotic Depressive Reaction vs Not] 
2°22 y 
Foc: 5 © f 200. ACCIDENT WAS UNDERLYING C1 [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I af item 18.) 
Zeoe5 3 |r cimee, NOTIFY MEDICAL EXAMINER) 
Soege° S : 
3 osss & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, form, | 20f. (City or town} (County) (Stote} 
5285 6 Hour a.m. While __ No! white foctory, street, office bldg., etc.) | 
Zs? 5 = pm. 19 lot work [] at work [J 1 
aS 
2e35- 21. | certify that | attended the deceased from April, 23, 1956, taJanuary 27+, 19.98. that i last saw the deceased 
z 3 : 
os S 4 5 alive on_danuary 26, wed, ; 12.58, onditfrat: death occurred ate LustOaam, fram the caussi andiensthe datelttatediobn ce) 
E =o3 i SF ? fi ADDRESS (Street, city or town, state) DATE SIGNED 
<56% 2 ACTUAL Z Lj ‘ Z, 
apes Sowarune A (Aa E ‘o, Springfield State Hospital __-1/27/58 
Oraza ons <7 
zens PHYSICIAN'S 
S232 8 NAME (Type) (A ousitin delGa mo, M.D, Sykesville, Maryland 2 ae eae eS 
3 1@: lo. BURIAL, CREMATION, | 22. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
2 Bo * REMOVAL [Specify] 4 a 
5 aa gz al 0/58 Parkwoo Cemete Baltimore Maryland 
- - 23. FUNERAL DIRECTOR'S SIGNATUR ‘ADDRESS 5 ‘da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


g 
ONS +7 D / 
ce tok - Lila iD OL LEU AD DATE E 


——— es Tres arr Sns 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 J0487 
: 494 CERTIFICATE OF DEATH 


=a 


= a Reg. Dist, No. 
ences 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before edmission) 
Br get 0. COUNTY 0. STATE b. COUNTY 
38 = Z MARYLAND ‘ 4 . 
* 82 Carroll Maryland Carroll 
= orp b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
8 8 3 RubALondigWemsorestl town) x Z a 
has anevtoun aneytown 
5, = 3 B 
2 2 P AL (If not ii tol, gi |. STREET ADDR! . 1S RESIDENCE 
€ 2 ie d. Saree {If not in hospitol, give street oddress) | d. STREET ADDRESS: e. Gen PARA 
aS j timore Street ves) NO 
a 5aS, 700 H. Baltimore Stree 
2 £65 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
Ss ~ DECEASED OF 2 
s (Type or print) Elme f. Crebs O&TH §=January ig ae 58 
2 ogHe 5. SEX 6, COLOR OR RACE 17. MARRIED [) NEVER MARRIED L] | 8. DATE OF BIRTH AGE (In yeors [IF UNDER 1 YEAR]IF UNDER 24 HRS 
3 a lost birthdey) [Months] Doys Min. 
3 8s I \ iin i: Th4 WIDOWED {7} oivorcedD ] | Moreh abi, 1876 S81 ye. 
= e&: ‘x | Bc. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 88s during most of working life, even if retired) ‘ 
SS ao D itv Water Dept Maryland U.S.A. 
ad 23 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2» sss = 
& Bee Wi am £, Crebs Elizabeth Dayhoff 
= = 8 3 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
5 age Yee, no, or unknown} {IE yea, gree wor or dates of tervicel . 4 a 
2 eet 21 2—24—3017 Mrs. Helen Hilterbrick, Taneytown, Maryland 
8 3 ‘5 18. CAUSE OF DEATH {Enter only one couse per line for (0), (b). ond (J TERA een 
SO eyes PART I. DEATH WAS CAUSED BY: VA 
a. ere , IMMEDIATE CAUSE (0), (L} 
= of a a BO, 4 
= Re l 1 PA DUE TO 
tag . 
= Ber Conditions, if ony, which (b) Meptast aden 
8 QEo geve rise to immediol | 10 
“ei (So Bue. couse (0), stating the under- 
3 . vader: 
rf § e z° lying couse lost. ) 
28355 in Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Was ‘AUTOPSY 
Skog = 
ears s yes 1] No. Ki 
gaog9 ra) uv 
Foe 35 = [200. ACCIDENT WAS UNDERLYING C)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
3337: & | OR CONTRIBUTING O) CAUSE OF DEATH 
apees & [UF EITHER, NOTIFY MEDICAL EXAMINER) 
ZsEss & |200, TIME OF INJURY Month, Dey, Yeor [20d, INJURY OCCURRED |20=. PLACE OF INJURY (Home, farm. | 20f. (City or town) (County) (tote) 
= b.2 85 a Hour o. m. a While IN GH wile: foctory, street, office bldg., etc.) 
easels = p.m. jot work ([] ot work (J H 
LSS g 
g $85 es 21. | certify that | attended the deceased fram $2Aa-t* 92 19859 tr Yan G6 , 19. S8.that 1 last saw the deceased 
arced ‘ 
oS <s G alive on___. BRAN oe 2, wie, and that death occurred at/ 1 SOA yy, fram the causes and an the date stated abave. 
r= og = 4 ADDRESS (Street, city or town, stote) 
> ve 
“26 - ACTUAL Lb fof, 
apes | SIGNATURE Mi) eaees fe] mys ts. uk G10 hie 
Ofaza E 
#8a25 PHYSICIAN'S 4 re ‘ 
s of £ NAME (Type) (_.. Rie ft ‘ = s 
Pd ed Zo. BURIAL, aan 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Store) 
58+ REMOVAL ity) _ + 7 
: 52 Ps . 1/9/58 Reformed Comete Taneytown, Maryland 
2? 23. FUNERAL DIRECTOR'S SIGHATUREy AgpyEss yD, 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNAFUR) 
VS AIS (4) » - “ 58 in t 
15M 10/87 se & Son’ Tangytovn%t ude are WANS TA RBILL 4 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
495 CERTIFICATE OF DEATH 00488 


Reg. Dist. No. 
1. PLACE OF DEATH ey baal bgeE (Where deceased lived. If institution: Residence before admission} 


MCA Role mew | Pv any “WLR 2 


ed with 


b. CITY OR TOWN (IF outside corporote limits, write | c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give ngores! low) 


kee NE WIND So KR 


d. NAME OF HOSPITAL {If not in hospitol, give street oddress} , & STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


hp Zz yes (J NO 


3. NAME OF Fint Middl : 
DECEASED ‘ Ney ? Met 


(ype or print) (a GR z i 2S) er 


5. SEX ms COLOR ce RACE |7. MARRIED [] NEVER MARRIED (2-78. 8 DATE OF BIRTH oF 8 i seen [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
hdoy) [Months] Doys | Hou Mi 
NM HITE \woown DivorceD [] Be we is] oy: rs in 


TO, USUAL OCCUPATION (Give kind of work done] 105, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE es oF foreign 15e 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 


Ho A a AT Hog & MARYLAA b Ga Sy 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
's. wae BE cs rs THUS ARMED. a 16. SOCIAL SECURITY NO. ]17. INFORMANT 
(Yes, no, or ynknown) It yes, oem 
Be t_— YZ A, ¢LoKkele (il bhLlek JP EW YAN SOC Le (2) 


| is. CAUSE OF DEATH Ster(eclvons eotseiper inte only one couse per line for (0), ‘th ond ond (eh) INTERVAL peace 
7 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


QUE TO 


Conditions, if ony, which to 
gove rise 10 immediote 

cotse (o}, stoting the under. ( OVETO 
lying couse lost. te 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) (19. ie AUTOPSY 


PERFORMED? 
ves(] Nol) 
200, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
‘OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, farm, { 20F, (City or town} {County} (Stote) 
HGbr: <6. 4: While Rice “ail factory, street, office bldg., etc.) 
p.m. Jot work [7] of work H - 


21. | certify that | attended the deceased fram. STi9_., 0 L123, .S- ¥_, 19.___.,that | last saw the deceased 


alive an_____._/ (22/59. 12. , and that death occurred a_Y_ AM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote} DATE SIGNED 


Nitti DAE SC han tian nw. Pigs Viena Dial Leelee 


NAME (type Je OBE RTSON 5 tis hes LTS ES ie Oy es 


a Boeiae. |JAME OF CEMETERY OR CREMATORY, OCATION (City. Yeéwn, or county) (Stote) 
LA ide EB /AN IND SO Vip 


: Dire jOR'S SIG! =a ADD) <3 L 24a. om: BY REGISTRAR 2db. REGISTRAR’S SIGNATURE 


aa is URAL SZ Dlee Palen, Vibe bate JAN 2 58 ca 


( 
On 


in by the funeral 
ond 2 shauld be 


o 


wn Poners. Po! 
deaih> 


|, cremation, or removal, ond in any event within 72 hours ofter 


Then pleose remove carbo: 


-tronsit permit. 


L DIRECTOR: After this certificate hos been signed by the attending physician ond completely 
MEDICAL CERTIFICATION 


auld be detoched for use os the burial: 


the registrar prior to burial, 


may be retoined by the hospital or ottending physicion. 
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Al 


a 
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w 
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8a 


z 


med 


_— 


Re 


a 


d in by the funeral director, 


1 and 2 should be 


«+ 


Pi 


ie 


g physician ond complete! 


Then please remove carbon papers. 


AL DIRECTOR: After this certificate has been signed by the attendin: 


hauld be detached for use os the burial-tronsit permit. 
the registror priar ta burial, cremation, or remaval, and in any event within 72 haurs after r = 


may be retained by the hospital or attending physician. 


pa 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death. Page 4 


TO FI 


VS A15 (4) 
18M 9/SS 


~— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) 0) 4 8 g 
496 CERTIFICATE OF DEATH ite, eee 


ae 
2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission} 


Carroll nse | OMA" Maryland * COT Prederick 


b. CITY OR TOWN (If autside carporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest tawn) 


1. PLACE OF DEATH 
a. COUNTY 


Rural - Sykesville bince 4-11-29 || Rural - Frederick lox- RL 
d. NAME OF HOSPITAL (IF not in hospital, give sireet address) d. STREET ADDRESS ©. 1S RESIDENCE 
OR INSTITUTION: ON A FARM? 
Springfield State Hospital aoe Yes K] No CJ 
2 AE OF First Middle Last 4. DATE Month oy —Yeor 
(Type or print) Vernon We DAVIS = January 161958 
S. SEX 6 COLOR OR RACE | 7. MARRIED fE] NEVER MARRIED ATE OF BIRTH : 9. AGE, In yeor, [IE UNDER YEAR| IF UNDER 24 HRS. 
joy bir ; 
male white wipowen [J _vivorceo] | 8=h-77 1s [eg RP a 


100. USUAL OCCUPATION (Give kind of work done! 


2 Ob. KIND OF BUSINESS OR INDUSTRY/11. BIRTHPLACE (Stote ar fareign country) 
during mast of working life. even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Farmer Farming Frederick, Maryland United States 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

George W. Davis Mary E. Price 
Peal da) ey OPI URS SAREE AECRCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address § kesville Md. 
oS apelell tee Say eas imams of Springfield State Hospital” 


YR 2. } DUE TO 
Canditians, if ony, which  WerioscherOle Grd/ip VIS caldt, ed § Moe flu 4, 


gave rise ta immediote 


couse (0), stating the ynder- ( DUE TO 


1B CAUSE OF DEATH [Enter only one couse per line for (0), (B). ond (@h] 7, iy INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: 2 he we 3 \ ay 
IMMEDIATE CARISE ie) Low é @ f/ “AE -ctz7in Tebtd fi 


lying couse last. . 
é Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Jo) | 19. Recetas 
= 7 2 iY . 1 
: : a4 eee Se gach » Aan p | wet nom 
= 20a. ACCIDENT WAS_UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED? (Enter nature af for in Patt | or Part Il of item 18.) / 
‘& | OR CONTRIBUTING [) CAUSE OF DEATH 
& [CF ETMGRANOTIFY MEDICAL EXAMINER) 7 
& [20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Hame, farm, 1 20f. (City or tawn) (County) (State) 
5 Hour a. m. es While Not whites. foctary siupet, office bidg., etc.) ! ae 
z pom. 19 lot wark [) at wark [-] ' 


qs 19.4 to_Jannary_15., 19.58. ,that | last saw the deceased 


21.1 certify that | attended the deceased fram__# Ba 
dad that death accurred at. 2 304M, fram the causes and an the date stated abave. 


alive ae om 19_58_ 
SGwaTun 


ADDRESS (Street, city ar tawn, state) DATE SIGNED 
no. Springfield State. Hospital 1/16/58.. 
Nameiven_ Walter Knopp, M.D Sykesville, Maryland is ee 


Za. BURIAL, Goble, 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, ar county} (Stote) 1 
Bia | L=20-58 Christian Cemetery Hyattstown, Maryland 


23, FUNERAL DIRECTOR'S SIGNATUR ADDRESS 2d. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
Wie Re Eechison & Son, Frederick, Maryland a j 
BAl @ o JR tg 
ofp < 


rc / 
TT tata 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00490 
‘ 497 CERTIFICATE OF DEATH 


and 


ide Reg. Dist. No. 
Fe R> 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. IF institution: Residence before admission) 
aoe a COU Carroll marviano |] °° SE Marvland bacouNTY” ~~ ‘Carvel. 
os b. CITY OR TOWN (if outside corporote limits, write] ¢. LENGTH OF STAY IN Ib «. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
5a RURAL ond give negrest town) 
$2 Mt. Airy—Rural-R.D.#3 Years Mt. Airy-Rural-R.D.#3 
2 i d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS ¢. (S$ RESIDENCE 
=4 R NSMRYON < 7 ON_A FARM? 
a ear Ridgeville Near Ridgeville ves K) No 
§ 5 3. NAME OF Fint Middle Lost 4, DATE Month Doy Yeor 
= (Type or print) HELENA CHRISTINA DECKER January 20, 168 
_ 5, SEX 6. COLOR OR RACE |7. MARRIED [A] NEVER MARRIED [7] |8. DATE OF BIRTH PLAGE (layaor IF UNDER 24 HRS. 
lost birthdoy} Min, 
8 . Female White wiooweo [J oworcto} {March 26, 1906 Sls. 
& I 10a, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even if retired) 
g Housewife Domestic Maryland USA 
8 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
° 
5 Eugetje A. Roelke Susan Rickerd 
8 1s, WAS DECEASEDEVER IN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
5 {Yes, no, oF unknown) UIE yes, give wor or dates of vervice) U 
ie No No inknowm Mr. Melvin H. Decker,Sr. Mt. Airy R.D.#3,Md. 
18. CAUSE OF DEATH [Enter only one couse per Jirtg for (0). (b). ond (c). C7 S INTERVAL BETWEEN 
4 PART |. DEATH ‘edie BY: i y “ep C7 A : VIA ht $ ONAL DEATH 
§ pol IMMEDIATE CAUSE (0} “KL_LeCtn pour Z Z\ 
= / , DUE TO Zp J Z Ah y, SLA y , 
Conditions, if any, which Z 


gove rise to immediote 
co¥se (0), stating the vader. ( OVE TO 
lying couse lost. e 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}|19. WAS AUTOPSY 


PERFORMED? 
vesQ) noKK 
200, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nate of injury in Port | or Port It of item ¥8,) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (City or tawn} (County) (State) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. W fat wark (J ot work (J H 


21. | cert, that | attended the deceased Be me 19.6.9) torre. BO, 19 Khor | tast saw the deceased 
olive on nek Rd, Tc ind thot dedjh occurred at_LADLEM, from the causes ond on the date stated above. 
A 


VW), DRESS {Syept.city oF e) DATE SIGNED 
ACTUAL LAY é 0 
SIGNATUR Lz iM hoe eee a i Gs Site 


PHYSICIAN": ( ; Oo 
NAME (Type) VM of LY [#2 a ea ae 
Zo. so Wee 2%. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county} (Stote) 
VAI ty] 
Birial” (jan, 23,1958 | Mount Olivet Cemete Frederick Maryland 


-iransit permit. 


MEDICAL CERTIFICATION, 


auld be detached far use as the burial: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
may be retained by the hospital ar attending physician. 


> oO 
&s 
2 
ied 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: ‘2do. REC'D BY REGISTRAR =| 24b. REGISTRAR'S SIGNATURE 
eee : M. Re. Etchison & Son, Frederick, Maryland cate WBZ 2 “SE Gr hk ethan 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
a eee CERTIFICATE OF DEATH 


00491 


ee Reg. Dist. No. 

He PLAGE OF DEATH 2 USUAL RESIDENCE (Where deceased Jived. If insiulion, Residence before odmision) 
ZB 4 0 MARYLAND Ps be qyhtY Ro" 
3g AROCC Lf A BH 
ee b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib «. CITY OR TOWN {IF outsid pacts Tad write RURAL ond give nearest town) 7 
s Sad RURAL ond give neores! fawn) v 
22 BA MOK 
22 d. NAME OF HOSPITAL (If nat in hospitdl. give street address) d. STREET ADDRESS «1S RESIDENCE 
in ot INSTITUTION 
aS qu Ph EL th x on hie | ea Ne ‘Noda 
ce i 
= 0 


ene Doy = be ese 


195° & 


Az é OLR on RACE |7. germs Ra MARRIED call 8. ane OF fe GE * ‘ae ea UNDER 24 HRS. 
a birthdo: Hours Min. 
wivowenfy” — oworceo ) | J /-7 7 - | FPO- 
\\ [05. USUAL OCCUPATION (Give hind of work dare] 105. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (State ar foreign cour'ry} i | a ‘OF WHAT COUNTRY? 
during mest af working life, even if retired) 
ae i Wj 
(iO (A A ‘ fi ALY K Ga Af 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


* 


Po! 


th. 
demy 


AViz Ago ASA Sf 


5 
ra 

15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT 
Yes, no “or unknown} Ut yes, give wor oF dates of tervice) 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (c).] 


PART |. DEATH WAS CAUSED BY: jf 
2 + IMMEDIATE CAUSE (0). BROMC HY VELL 


Ladd DUE To 


Conditions, if ony, which woARk LERIOSC LI ROTIC CARI(OVU 


gove rise ta immediote 
couse {0}, stoting the under. ( OVE TO 


Iying couse tt wGEVERACIZEY pRTERloScc/Ross 


Then please remove carbon popers. 


VERRS 


The law requires thot the deoth certificate be executed within 24 hours after death: Poge 4 


L_ DIRECTOR: After this certificote hos been signed by the attending physicion and campletel: 


mgs SCWNENFEAD Guten’ Hu, Spuliafuull le Mepite pillellu cL 


See 
ACU AL ERERATION: Z2b. DATE THEREOF, EOP CEMETERY 1 eae ie Lk (Stotehy 
L (Specify os 
pe ee peel, Lee OL, lin _— 


oe 


the registrar priar to burial, cremation, or removal, and in ony event within 72 hours ofter 


€ 
3 
¢ a 
c = 
.. © 
BES r3 Pant Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)]19. WAS AUTOPSY 
ae - 3 
gr) 3 HG/x ves] no QB 
‘< a ae 
Seas © [200. ACCIDENT WAS UNDERLYING [J__ | 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Zoe & JOR CONTRIBUTING LJ CAUSE OF DEATH 
Zeeez 3 |i EITHER, NOTIFY MEDICAL EXAMINER) 
ot se 2 
2 7 Jes 2 ee ee 
Sots & |0c. THE OF INJURY Month, Doy. Year ]20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, ne (City or town) (County) {Stote} 
+5. 2 3 Hour o. m. While Nerterite factory, street, office bldg., etc.) 
E32? Ed p.m. 19 lat wark [[} at work 
os oe m 
z = = 21. | certify that | attended the deceased fram. -§= lL = pieeeZ 2G ERE (2__.__., 19SK,that | last saw the deceased 
232% 
2 3 alive on_/ =O 2.2... 1 : and that death accurred ar 24S AM, fram the causes and an the date stated abave. 
F=Os ; ADDRESS (street, ciy or town, ste) DATE SIGNED 
<o ACTUAL j ta He lc) 
xyes SIGNATUR al iL di « 
OfaR 
25 
Zea? 
mg 
§ 
° 
= 
° 
5 


5S 
o 
ats 
V2 23.5 WET 12) Vezifrrd | 240. REC'D BY REGISTRAR aa S SIGNATURE 
VS AIS (4) am Y 
Ya 9158 ota Y ey Pe Sone? ERE 4 ts 
(7 C7 on WIT ROL 


¥ ‘A nvaxng 


Barco 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
a79 CERTIFICATE OF DEATH 00492 


Reg. Dist. No. 


td 


~ oe f 
& 3 3 \ 1 ae 2m USUAL RESIDENCE (Where deceased lived. If institutian Residence before admission) 
2 as i °. b. COUN 
& 33 CYARROLL MARYLAND (egies tre OL 
=~ Die b. CITY OR TOWN {If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest town) 
g $s wee bs give neares! tawn) 
3 52 NSTE R 2 WaPo - WES A Joie 
2 PI vt “a. ES 5 HOSPITAL (If not in hospitol, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
oS sa OR INSTITUTION i 1) p ON A FARM? 
t. 3s 49 LIBESTY NT b ee = ye EE 
3) ee 
£5 3. NAME OF Fint Ap 4. vate Y 
5 DECEASED ey _ er Doys. Year 
a (lype or print) S Ss f F f DeatH AN 3 ps 


Pa 


S. SEX 6. COLOR OR RACE |7. marRieD [-] NEVER Lif [7] 8. DATE ae ods 9. AGE (In yeors [IF UNDER 1 YEAR| !F UNDER 24 HRS. 
lost birthdoy) |Manths] Doys | Hours Min, 
wiowen] —_oworceoQ) | 7-2 &- JY a 7m 
) | 1a. USUAL OCCUPATION (Give kind of wark done| 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ie mast of warking life, even if retired) 


CSA 
13. ane 7 NAME 1a. Hee 'S MAIDEN NAME 


JI6oH» Derrs SC aOws aie , J 


15. WAS DECEASED EVER IN U. $. ARMED ee 16. SOCIAL SECURITY NO. Pre Lea ae y SE Pe 
Yes, Papp ee ie unknown} {If yes, give wor or dates of vervice) 4 - 
LON 3 EPL] > 


| ]18. CAUSE OF DEATH [Enter only one couie pera 


pith DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0] 


INTERVAL BETWEE! 
ONSET AND DEATH 


Then please remave carban papers. 


“UGAX DUE TO 
Canditians¥it any, which f 420 4-42 
gove rise ta immediate 


cote (a), stating the under. { OVE TO 
lying cause tost. ey 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 


200. ACCIDENT WAS UNDERLYING £1] 206, DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port lor Port Il of item 18.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED  [20e. PIACE OF INJURY (Home, form, | 20f, (City or town) (County) (Giote) 
Hour 0. m. white, = Net mile omy, Kiel, ee. ee 
Pm. lot work [_] ot work /}} 
LZ 


so Lifes 
pias Big et Aaslt stote) Ye 
EEE IE Md _ ered 
PHYSICIAN'S 


NAME BA ——— ee Ce ee ee ee, 


[220. BURIAL, CREM BURIAL, CREMATION, {ATION | 72, DATE THEREOF DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Z2d. AOCATION (City, town, o caunty) (State) 
REVOYAL (Specify) o - ap 
And sl drth BMETEIT SAR, El p 


ary JERAL oHECIOR SSI 4 2do. REC'D BY REGISTRAR ‘2ab, REGISTRAR'S SIGNATUT 
VS AIS (4) ‘ o Va ‘ y 
TEM 9/56) “ LPL LAM LA fhe -_|pare_JAN 2 1_'58 SI barter. 


19. WAS AUTOPSY 
PERFORMED? 


yes(]? not] 


‘ar attending physician. 
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uld be detached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs ofter death: 


fo 


Ld 


page 


moy be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 


TO FU! 


5 °A Nvaung 


o38! TS NW 


e@ 
| 
Jaan 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00493 
: 499 CERTIFICATE OF DEATH 


onl 


ss a Reg. Dist. Ne. 
i 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
Fy 2 0. COUNTY waite 0, STATE b. COUNTY 
ha Carroll Maryland Balto,Cit: 
Bo b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
35 RURAL ond give nearest town) Sy i 
$2 kesville 9yrs.llmos.1idays Baltimore, 2): \ 
g 2 / co dé. Daatarincunta (If not in hospitol, give street oddress) d. STREET ADDRESS. a. aon ee 
a fe y r 
25 Springfield State Hospital 14 O'Donnell Street ves] Nox] 
55 2. NAME. oF First Middle lost 4. DATE Month Day Yeor 
= Mypage] George J. EBERT dam January 23, 1958 
~ 5. SEX 6. COLOR OR RACE | 7. MARRIED [1] NEVER MARRIED fe] B. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR) IF UNDER 24 HRS. 


Male White wiooweo [] oworceof] | October, 1889 oar Sate a Aig Mei 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


bor-popers. P. 


~ 
° 
o 
Oo 
é 
“ 
EY 
uv 
s 
%° 
. 
5 
o 
£ 
a 
£ 
Ey eee 
3g 
es NIG of wo 11. BIRTHPLACE (State or foreign country) V7. CITIZEN OF WHAT COUNTRY? 
3 8 3 > during most of working life, even if retired) 
$2 37 Advertising Busin = Marylend U.S.A. 
g ohs 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
3 3 8 Z John Ebert Mary Steinberger 
= = 2 3 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
3 aE (Ya. iis vunknewn) (If yes, give wor or doles of service), Springfield H itel R a 
fie {o} - - opringfie ospite ecords 
2 
fy 
3 2 = 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
a 3 52 PART), DEATH eet, Bpidermaic carcinoma of tonsil fon 
ar 2 } DUE TO 
£ 3p. a 
= 32> Conditions, if ony, which BA 
Bie Eo gove rise to immediote a 
=) see couse (0), stating the under. ( DUETO ° 
gers¥ lying couse lost. (0. 
bes es a ee 
x Soo. 4 Pagy Il. OTHER SIGNIFICANT CONQITIONS CONTRIBUTING Té EATH BUT.NOT RELATED TO THE TERSAINAL, EASE CONQITJON GIVEN IN PART I{o)|19. WAS AUTOPSY 
SE8i5 2) C-BeS. assoc ate wie Shvoxteation, alcohol antor cation, wit : “ceraweos 
ga5o60 $ psychotic reaction, oo] 
Fotss = [200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
ZSe2° & | OR CONTRIBUTING DJ) CAUSE OF DEATH 
<q & veo © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2) 3 See =~ 
25 Ses & ]20c. TIME OF INJURY Month, Dey, Yeor ]20d. INJURY OCCURRED 20e. PLACE OF tNJURY (Home, form, { 20f. (City or town) (County) (Store) 
2 : g j 
= B2386 8 Hour 0. m. While Not while factory, street, office bldg., etc.) ¢ 
E5225 4 p.m. 9 Jot work [] ot work [ ‘ 
= oG¢ 
2 72. 21. | certify that | attended the deceased fram March 7, ,19.22., toJanuary 235, 1928 that | last saw the deceased 
2 . 
oS Ry 33 alive ondanuary 22, 12.58, and that death gccurred ot_4z 30A my, fram the causes and an the date stated abave. 
E = 8 3% ADORESS (Street, city or town, state) DATE SIGNED 
wpese | |[Senatun , Springfield State Hospital 1/23/58 
fae + { . 
fae RES ei A oe en Oe 
F3 $ )? 7b, DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
re 
zPEEs Ae |l- 26-5% |SACLER HEART CEM -DYorGeauanfitko.,, MD — 


JATURE ADDRES: Qo. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


RAL hp ots 4°58 (Pood 2 rn 


a4 ee 


=_—i 


eo 


in by the funeral directar, 
ond 2 shauid-be filed with 


a 


Pe 


Then please remave carban papers. 


the registrar prior ta burial, crematian, ar removal, ond in ony event within 72 haurs ofter death. 


L DIRECTOR: After this certificate has been signed by the attending physician and cample: 


jauld be detached far use as the burial-tronsit permit. 


Ss 


may be retained by the hospitol ar often 


TO FU 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofier deoth: Page 4 
pog 


VS AIS (4) 
ISM 9/SS 


up 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
i OO) CERTIFICATE OF DEATH 


0494 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL Wires (Where deceased lived. If instituti idence before admission) 
8. . b. COUNTY 
BARC LL hss a gal MAnGLE 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b «. CITY me 70 IN (IF outside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest town}, h 
L117 Ge HAS SM Ea Ridex 
d. NAME OF HOSPITAL (iF = in hospital, give street oddres: d. STREET ADDRESS, e. IS RESIDENCE 
OR INSTITUTION . ‘i 7 A Sf ie ON A FARM? 
x Sy VIALE ves 1] NO B] 
3. NAME OF Fint Middle 


DECEASED ‘ ae th Ooy Year 
{Type oF print) Nex vkg Ke bert Friser DEATH de 1 WS 


8. SEX 6. COLOR OR RACE |7. MARRIED K] NEVER MARRIED [-] | @. DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR! IF UNDER 24 HRS. 
Fe OP 
Ma wipowed [] oworceo] | $¢ / 


tow birth oy) {Months} Days Min, 
a. USUAL OCCUPATION (Give Kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign va iii CITIZEN OF WHAT COUNTRY? 


A 
during most at orking life, even if retired) 
“AR Me K y hand S.A, 


13. FATHER’S NAME 14. MOTHER'S MAI NAME 


Saat : - 
Z CRA GA 7eP. 


VE) ALeF 
es WAS ook tae ae U.S. eo ee 16. SOCIAL SECURITY NO. |17. INFORMANT 2 «Address 
Lae oie Piiganer eesnticten|| 4 3 - 
43-2 Pry) A Ova LIAR Cleres Enidic At d, 


18. CAUSE OF DEATH {Enter only one cause per line for (0), (b). and (a) INTERVAL BETWEEN. 


PART 1, DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o] 


y) DUE TO 


Conditions, if any, which (b 
gave rise to immediate 


catse (0), stoting the under. ( DUE TO 

lying couse lost. a 
Pa I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH EUT NOT FELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1()]19. WAS AUTOPSY 
ves] no) 


20. ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Part Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, farm, ; 20f. (City or town) {County) {Store) 
Haur a.m. While Not while foctory, street, office bidg., etc.| " tt 
p.m. 19 lot work [] at work [) 


21. | certify that 1 attended the deceased from._ ~f24 1. 19.2. poy to .. 19:3.%,,that | last saw the deceased 


ative an______. Ac ALU ale wt... ond that death accurred at/}=2= 7" M, fram the causes and an the date stoted above. 
ADDRESS (Street, city or town, stote) DATE SIGNED. 


MEDICAL CERTIFICATION 


PHYSICIAN'S 


NAIME (Type) Tidh, Lege Un Brid ws 


2c. BURIAL, CREMATION, | 2b. DATE pee. ‘Zac. NAME OF CEMETERY OR CREMATORY ;* LOCATION (City, town, or county) 
-PEMOVAL (Specify) ZA, Burs’ 
v (ti Ladeds 
See DIRECTOR'S St 24a. REC'D BY CAPs 2b, amr SIGNATURE/ 
DD flad eg nv Jiiukey, Ape SRW 7 5B RA LL a 


BA AVIWNe 


@ 
Oars 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1 501 CERTIFICATE OF DEATH wirwre, VU4SS5 


= 


ss 
3 : bh beat piel = ele re RESIDENCE (Where deceased lived. If institution: Residence before admission) 
ta ‘ab o. b. COUNTY 
52 yy \ Carroll ae Maryland Balto. Cit; 
are) = b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give reares! town) 
@ x RURAL ond give neares! town) J 
32> kesville 16 days 533 Benninghaus Rd, : 
2 ae. d. NAME OF re (if not in hospital, give street address} d. STREET ADDRESS e. §§ RESIDENCE 
=e OR INSTITU’ ON A FARM? 
FS S springfield State Hospital Baltimore 12, Md, yes [J NO 
£6 3. NAME OF First Middle tot 4. DATE Month Day Year 
e (Type or print) Lillian Ann Insley EVANS orarh = January 17, 19 58 
> 5. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [[} | 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR|IF UNDER 24 HRS. 

o > lost birthday) Min. 

3 Female White wiooweo&] —_—oovorceof} | January 30, 1887 yn. 

2. )} 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 1t. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

g 3 } Peace. most of working life, even if retired) 

Es ousewife - Maryland U.S.A. 

3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

° 

S Winfield Insley Josephine Insle 

é 18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT Address 

e {Yes, no. oF unknown) (I! yes, give war or dates of rervice) - e 

: No - - Springfield Hospital Records 

8 18. CAUSE OF DEATH [Enter only one couse per line for (a), {b), ond (c)-] INTERVAL BETWEEN 

F _ PART. DEATH MEDIATE CAUSE (ol Hypertensive cardiovascular disease ears 

é +} QUE TO 


Conditions, if ony, which (b 

gove rise 10 immediate 

cavse (0), stating the under 

lying couse lost. a 
Pagt Il. OTHER SIGNIFICANT CONDIT! ral arversoseter NOT RELATED TO. THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 

C.B.o. assoc aka cerebral’ a erosis with psychotic reaction, wo pee 
abetes Me 


200. ACCIDENT WAS. ae? Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEAT! 
(IF EXTHER, NOTIFY MEDICAL EXAMINER). 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED. ‘20e, PLACE OF INJURY {Home, farm, 120. {City of town) (County) {Stote) 
Hour an. While Not =e factory, street, office bidg., etc.) | 
aay lat work [_} ot work H 


21 ep that | attended the ~e oo 31,, 87. , 102 ATs, 128 thot | last saw the deceosec 


MEDICAL CERTIFICATION: 


alive an_t i /28 _, and that death accurred at. .3/ _M, fram the causes and on the date stated above. 
ADORESS tom. city oF town, stote) DATE SIGNED 
ACTUAL uo, ...Springfield State Hospital 1/17/58 


\L DIRECTOR: After this certificate hos been signed by the attending physician and camplete! 
= 


jould be detached for use as the burial-transit permit. 
the registror prior to burial, crematian, ar remavol, and in any event within 72 hours after death: 


aes é Bored a Sykesville, Maryland 


HE ae ay Mc" ee 
{BURIAL EREMATION, | 22b. Dp a ee by 
ca 4 a 


240. REC'D BY a a 'S abs g 


pog 


At. 


cate JAN 2 Q '58 PRIA eda 


ai 


in by the funeral director, 
ond 2 should be filed with 


od 


Then please remove carbon popers. 


ned by the attending physician and camplete: 


permit, 


I ar attending physici 
jis certificate has been 


far use as the burial-tran: 


‘AL DIRECTOR: After 


hauid be detach: 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours ofter death. 


may be retained by the ha: 


Pa: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


TOF 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH R 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. if institution: Residence befare admission) 
a. COUNT: a. STATE 


b. COUNTY 
barrell Walia Maryland Frederick 
b. CITY OR TOWN (If outside corporote timits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate fimits, write RURAL and give nearest tawn) 


RURAL ond give neorest town) dae 607-57 Wi Rr = Beate #hy 


(0496 


Dist. No. 


Rural ~ Sykesville 


Xv 
d, NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital we ves @ No] 
me Bee 


3. DeCtASeD First Middle tost 4. DATE Month Day Year 
estat James Edward EVELY 


$. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. OATE OF BIRTH 
male white |woowe% —_oworceog] | October 12, 1870 
106. USUAL OCCUPATION {Give kind of work done|10b. KINO OF BUSINESS OR INDUSTRY F BIRTHPLACE (Stote or foreign country) 


during mast of warking life, even if retired) 
Farmer i Farming Mt. Airy, Maryland 
14, MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 
George Evely lizzie Poole 


18. WAS DECEASED EVER IN U. S. ARMEO FORCES? 


+19. AGE [In years 
fost.birthdoy) F Months 
OM ge 


12. CITIZEN OF WHAT COUNTRY? 


United States 


ig, WAS DECEAS RIN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. [17. INFORMANT Aden OYKES @; 
no aes unknown Records of Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for {o). (b). and {ch.] INTERVAL BETWEEN. 


ONSET AND DEATH 


PART 1. DEATH WAS CAUSEO BY: 
VAT MEDIATE CAUSE (o)_ Bronchopneumonia i _day 
u QUE TO 
Continiana Gay, dees tw Generalized arteriosclerosis (severe) many years 
Gove rise ta immediate 
DUE TO 
te) 
ra Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |19, WAS AUTOPSY 
=|Chronic brain syndrome associated with circulatory disturbance, with PEREGO RAUL 
Sloerebral arteriosclerosis, with psycho eaction z ves] No 
= 20a, ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port Il af item 1B.) 
= OR CONTRIBUTING DJ CAUSE OF DEATH ‘ 
© [(IF EITHER, NOTIFY AMEDICAL EXAMINER) & F 9 x ——_ 
x '20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY CCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) {Stote} 
ray Hour o. m, pee. While Not while a- (Octory, street, office bidg., etc.) ' rat 
= p.m. 19 lot work [] ot work (J a H 
21. § certify that | attended the deceased fram.__ July 16. eee 2 19.57, to. Janey Cea é 19.58 that | last saw the deceased 
alive on__dannayy. fand that death accurred at2225_ Pm, fram the causes and on the date stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL 
SGwatuR mo. Springfield State Hospital. _____ Wab/s8_.. 


THAEANS Walter Knopp, M. De Sykesvill 

Barial” | Jan, 17,58 | Etchison Meth a ee Mae 
23. FYAJERAL DIRECTOR'S SIGNATURE ‘ 24a, REC'D BY REGISTRAR b. REGISTRAR'S SIGNATURE 
(sel te Maher Vonteanling- |e” | a 


Y (/ A as os vw 


TAN 


in 24 hours after death. Poge 4 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00497 
503 CERTIFICATE OF DEATH Reg. Dist, No. 


“11. PLACE OF DEATH 7 Cee RESIDENCE (Where deceased lived. If eee Residence before admission) 


7 ees UNTY 9 MARYLAND 9. STATE y b. Cor 
LHAAUALTAALLA 


b. CITY OR TOWN (if outside corporote timits, write | ¢. LENGTH OF STAY IN Ib © CITY OXTOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest tawn) Y 3 
bh ASCs ( st cal “J » Lf. Weanclenr 


d. NAME OF "HOSP AL Win not t in Nespitel ae stegpt oddress) { d. STREET ADDRESS: e. 1§ RESIDENCE 
OR tNSTITUTION ( / ON A FARM? 


yes [] NO 


call 


_ 


in by the funerol director, 
ond 2 should be filed with 


First Middle lost 4. DATE Month oy t f Yeor 


Fae ein SAmMueEl the Fo6 LE Beata (a jan wo 


cs Ba 6. ~. OR RACE |7. MARRIED [=] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In yoo [IFUNDER 1 YEAR| IF UNDER 24 HRS. 
9 lost cee Months| Ooys | Hours | — Min. 
wivowen fi" ~—svivorceo fl] | CLD i 1X64 G3 
fio, USUAL OCCUPATION ae Kind of work done] 10b. KIND OF BUSINESS OR melt 1. BIRTHPLACE (Stote or foreign Lad 12, CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if reliced) 
Dede : USA 
ik ae Mall 


JAME 


Pe 


Ane Lt) 


Yo e 4 
15. WS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. Lee 
(Yas, 08. oF unknown) (OF yes. give wor or dates of rervice) yy 4 
BT F-26319 itr. Charter f. Och dr Ler, RED 3, We 


18. CAUSE OF DEATH [Enter only ane cause per line For (o}. (b). and (c)-] V INTERVAL BETWEEN 


ONSET AND DEATH 
PART I, DEATH WAS CAUSED 8Y: Lt. 
{MMEDIATE CAUSE (0! Pas hese Gn di, z 


). DUE TO ; ul 57 


Canditions, if any, which ( 4 SETS 
gove rise to immediote 


cause (0), stoting the under. UE TO va ye A been Su & 


lying couse lost. (¢ 


Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}/19. WAS AUTOPSY 
yes] Nod] 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
R CONTRIBUTING CO] CAUSE OF DEATH 
tf EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour a. n. White Not while foctory, streel, office bidg., oe 
p.m. 19 lot work (J ot work (J 


21. | certify that | attended the “ae = WEL, to Shere _., 1998 thot | last saw the deceased 


Gf, z 
ative on___/4 paras, WS. , and‘that death occurred at A M/Arom the causes and on the date stated above. 
: ADDRESS (Streel, city ar town, stote) DATE SIGNED 


ACTUAL 
SIGNATUR IMD: a are Learnt 4. 


PHYSICIAN'S 
NAME (Type)_{7 CO VV 6 


720. BURIAL, CHEMATION, 2b. DATE THEREOF - NAME OF > Sage 7. “- ty, town, oF ag (Stote) 
REMOVAL (Specify) = 
Bini Pisces LG iy: LA Gor Ofc evit Le a, (e. LAG 
23. FUN ee OR'S SIGNATURE 2a. REC'O We gy ts" pa crs SIGN Ri 
) fs y 58 sbi A 
bere. AMA hb Le, Vos) OATE 5h 


Then pleose remove corbon popers. 


-fronsit permit. 


ial, cremotion, or removol, ond in ony event within 72 hours ofter death. 
MEDICAL CERTIFICATION 


ould be detoched for use os the buriol 


3A Nvaxne 


ime 
yf 


rh 
WW 
ore ai 
Nf] 39) o¢1 


. 1 * . MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ti 0 4 9 8 
vase £ 504 CERTIFICATE OF DEATH es 


tes 
= 3 =: 3 eee a 2 se enuata (Where deceased lived. If institution: Residence before admission) 
ye o. i 
a= 2 asta MARYLAND Marviand > COUNTY’ SDR he, Cley. 
£3 Peas b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limils, write RURAL ond give ieorest town) 
2 22h ) RURAL ond give nearest town) 2y ; 
3 sb y Sykesville yrs.6days Baltimore DVO] + 
2 Sd 2 d. py ee call {If not in hospital. give street address) | d. STREET ADDRESS e. Be eae 
5 25 
aS /5|_ Springfield State Hospitel 2717 Pelham Ave., Zone 13 vés C] No 0g 
Pe 3. NAME OF Fint Middle lost 4. DATE Month Day Yeor 
a e (Type oF print Arthur Thomas FOSTER DEATH Janua 7 19 58 
5 ze 5. SEX 6. COLOR OR RACE 17. married [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. Ror Caiea IF UNDER ue HRS. 
2 e ‘ Male White wipowenX] pvorceo[] | Sept. 15, 1868 89 yt. (ait Wires “at ad 
2 e ae 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
5 € 
g 8¢ tae inp es of working life, even if relired) B a0, R.! M and U.SeA 
§ Ves 4 cm 0, ote 3 an eVehe 
$ 8 a S 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
pees ote James H, Foster MekbiexExxX Harriett Changler 
Lk See 
& bo 3B 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= 6. 5 2 (Ya, no. oF 5 aD UF yes, give war or dates of tervice) 
8 of ° - = Springfield Hospital Records 
€ vss i 
S8e 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
3 2 ay PART |, DEATH WAS CAUSED BY: CSE reacts 
B Es § < ke > IMMEDIATE CAUSE (o} 
= ee Lf LO DUE TO 
Go © 
£ Bax Conditions, ony, which Coronary occlusion 
<2 i , (0) 
$ QEO gove rise to immediote 
5 Ses couse (0), stoting the under. ( DUE TO 
geese lying couse lost. ___Arteriosclerotic heart disease 
= is 5 a Zz Past Ht. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
see z £| C.B.S,assoc with, dist.of metabolism, growth or nutrition,with isa cis 
Sins Oe “eee 5 . 9 or nu on, YE 
2agto C1 D fio 2 on SO_No Ge 
= Pes s = [200. ACCIDENT WAS UNDERLYING []__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port I of item 1B) 
Zee: |S Raa Roseanne 
Sasi S ms i 
23 tes & |20c. TIME OF INJURY Month, Boy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Stote) 
8 5.293 3 oak co. i Mhile = Not stile foctory, street, office bidg., etc.) ! 
—Z5E < jot work ‘ot work ‘ 
as £L6 = Pp. ™m. 
Sab 6 . 
2 os es 21. | certify thot | attended the deceased from. to_____, 19.24, to January 7, 19.29 ,that | last saw the deceased 
28235 
oes 3 3 alive on_ Janu: 6 ca 1258 and that death occurred at L2.Q0A_M, fram the causes and an the date stated abave. 
E | rs] 3 a a ADDRESS (Street, city or town, state) DATE SIGNED 
<55e2 ACTUAL i Springfield State Hospital 1/27/58 
eve ss [| [sens MD, Tone Se eee ren ee Oe ee DE CORN 1 RY el en 
oe az & 
2258 CLAN 
ges Name(tyes)_ Walther He Sonnenfeldt, MeDe wSykesvid ee Meg oe i 3 OTE 
FE :@: Ro. BS eRATON. ‘Zac. NAME OF CEMETERY OR CREMATORY %d. LOCATION (City. town, or county) 
>> -&o | * oF: 
oesee purial | 1/9/58 Parkwood Cem Baltimore, Md 
: "S)! ry Ye RAR'S SIGNATURE 
aes 73. FUNERAL PLES S® eet amane k FURSPal Home pes 24 — Chat aey 4 
eA 1 Brehms Lane oaTeMAN Q'S i 


¥°A Avene 


and 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Be CERTIFICATE OF DEATH 4 


0499 


Reg. Dist. No. 


. PLACE OF DEATH 


o. COUNTY Carroll MARYLAND 


lad with 


® ~~ RESIDENCE (Where deceosed tived.~ If institution: Residence before admission} 
° “ary land > CONBa 1 timore 


= 
Se 


8 
rr) 
4 
£ 
xe) 3 b. ‘Se oR ead (IE outside epee limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town} v 
3 RURAL ond give nearest town % 
52 Sykesville 5 days Cockeysville (rural) 563 
2 © 2) d ge all (If nat in hospital. give street oddress) d. STREET ADDRESS: e. 5 eg EE 
gu FO Pullen Nursing Home Falls Rd. ves) NO] 
ee 
= 3. NAME OF First Middle fost 4, DATE Manth Da; 
DECEASED OF 
é (ype or print) Trene Florence Fowble DEATH Jan, 28 
: 
J 3. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR[IF UNDER 2 Hi 
= 7. thdoy) | Month = 
Female White wivowen i  oworceoQ) | 8-31-1870 gigitisen! [Money Dos [Hours | ain 


during most of warking life, even if retired) 


housewife home 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


11, BIRTHPLACE (Stote o¢ foreign country) 


Maryland 


13. FATHER'S NAME 


J. Best Cole 


14. MOTHER'S MAIDEN NAME 


Nancy Wheeler 


(Yes. 10. or unknown) (it yen, give wor or dates of service) 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 
Mrs. Grace Akehurst, Monkton, Md. 


Address 


Then please remave carbon papers. 


day event within 72 hours after deoth. 


no. none 
1B. CAUSE OF DEATH [Enter only one cause per fine far (a). (b). ond (cl-} INTERVAL BETWEEN 
§ ae + DEATH MASI Cnet i) Cardiac Decompensstion 3 wks. 
Lhe otf DUE TO 
es ar athiarfatt: bay anten »_Arteriosclerotic C-V, Disease 14 yrs, 
a gave rise ta immediate 
cause (9), stoting the under. ( DUE TO 
tying cause lost. fel 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. ete AUIS 
, et. eae iG E 
Yes) NoX] 


200. ACCIDENT WAS_UNDERLYING (1) 
OR CONTRIBUTING [J CAUSE OF DEATH 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Part Il of item 1B.) 


MEDICAL CERTIFICATION, 


ta 


(UF EITHER, NOTIFY MEDIGAD FAAMINER) none 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Hame, farm, , 20f. (City or lawn) (County) (Stole) 
Hour o. m. While Not while foctory, street, office bldg., etc.) | 
pm MONE 19 — lorwork (J of work PJNPNES i none 
21. 1 certify that t attended the deceased fram_.Jan. 19 1958, t0.Jan, 28 19.58 that | tost sow the deceased 
olive on_________& J an, .27., WwoSe” ond that death occurred at 33. 30AMm, fram the causes ond an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


ACTUAL 
SUA ne 2, = 


PHYSICIAN'S D " D < 


LL DIRECTOR: After this certificote has been signed by the attending physician ond completely, 


if 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certiflcate be executed within 24 hours after death: Page 4 


: NAME (ype) sples, M.D, 
& 220. BURIAL, CREMATION, | 22b. DATE THEREOF 72c. NAME OF CEMETERY OR CREMATORY 
= a REMOVAL (Specify) 
E 5 & Bu z 31-58 Black Rock 
23. FAINERAL DIRECTOR'S ADDRESS 


mo, ..6. Hanover a. 1-28-58. 


22d. LOCATION (City, town, ar county) 
Butler, Marylan 


(Slote) 


2da. REC'D BY REGISTRAR REGIZTRAR'S SIGNATURE 


‘$A NVEUNG 


esl TS Ne 


Baws 


1 _ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0050 () 
— EXAMINER'S CERTIFICATE OF DEATH Fo hacia 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmission) 


R STATE f 
TH DEPT. PLACE OF DEATH 


Pa 
mn 
PO 
& 


ev 9. STATE b. COUNTY 
ee CARE Kes ae LIARVLUND LREDERICK 
aes Bb. CY OR TOWN ae corporete limits, write PUPAL ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outtide corporate limits, write RURAL ond give neores! town) 
RE ae: ‘end give nearest town) # 
§2 3% AL OWL ouUKS EMMIT#S BURG /ox-2 
Sas iB d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
Sob s G ON A FARM? 
sos 
28ym HANOVER STP ves) Now 
Fed es 3. NAME OF Fi Middl L 4. DATE ot bay Se 
oS'5 . inst iddle ont . —— Monit Doy fear 
32 ja DECEASED OF 
> oO - fm 
a mein SA MES Feawx GArgeeR| tam San ih sk 
55 nes $s 5. SEX 6. COLOR OR RACE }7- MARRIED [7] NEVER MARRIED P| B. DATE OF BIRTH 9. AGE tin a IFUNDER TYEAR| IF UNDER 24 HRS. 
“> ee they) cy Hi Mi 
mere < W winoweof] —_oworceo | AVE Ao- 5 ai ae yw praise. 
= ee S<, 1a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign a 2. CITIZEN OF WHAT COUNTRY? 
ge SER i during most of working ie, even if retired) 3 if 
ge“ 2“ 1_DAY WarbEb KuBBER FACTOR PRYLPND id zi 
Sec 85 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 oz = a 
S Oo 
aaa El GARBER CARRIE OGLE 
£g5et 1B, WAS DECEASED EVER IN U. 5. ARMED FORCES? |16, SOCIAL SECURITY NO. [17, INFORMANT Address 
apt, jeu. ne, oF wn a ake yun give war or dates of tervice) 
5°s28 28-004 TRS Cyphold WitHLESS _WoodS, eke MD 
ie ba ps ics CAUSE OF DEATH [Enter anly one couse per line for (0). (b). and (c).} maapriee 
sa PART |, DEATH WAS CAUSED BY: O . 
qs28 Hela ea (Be ron ary ewe, ele paw ores 
a cal / 
gigit URro-/ UE TO. 
SBs e Conditions, if any, which or to 
fA g-2° gove rise lo immediate cause 
we ses {0}, stating the underlying( OVE TO 
Bp eee couse lat. to 
r 2 2 8 S 3 PART I), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Myo} 49, WAS AUTORSY 
guy = MED? 
Beses 5 yes] NO 
a 3 4 
Ere ® © [200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. [Enter noture of injury in Port | or Part Il of item 18) 
Svers & | PRIMARY [) or CONTRIBUTING [) 
bat 4 35 & | CAUSE OF DEATH. 
pos 
e see z 20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 7208, {City or town) (County) {Stote) 
étose2 3 Hour. m. While Not while faclory, treet, office bldg, etc.) | 
z De 25 = pom. W ot wark [] of wark 4 2 
zy eae 21. I certify thot | took chorge of the remoins described obove, held on Autopsy []. Inspection{Z], inquiry [34 ond in my 
Sepes opinion deotbTpsulted © Notural causes ccident |}, Suicide [_], Homicide [_]. Undetermined manner 
€305 
soe 
afs6° 
2Eiey F CHIEF MEDICAL EXAMINER [J] Pare Hoe 
Ossas SeWAT _M.D. 
Bee: haem 7 ASSISTANT MEDICAL EXAMINER [7] hes a 
£m . JF Ai) 
is 3 AMES ‘ A RST DEPUTY MEDICAL EXAMINER 4 
+ = 220. BUR oF Cispect) 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 2d. TION (City, town, or county) (Slote) 
ra) = REMOVAL (Specify; ne 
eo? = [BU RAL |YWiz/se | MT Here 20bs Bolo Pb 
i ate 3. FUNERAL DIRECTOR'S SIGNATURE ADDRESS da. REC'D BY REGISTRAR | 24b, REGISTRAR'S ace 
VS. AISME > i “ 
Bee ” LL HBRIZL ER Woops BoRo MPD \ on SMNi 758 Tor 


3A Avani 


eso) 27 } 


O3ars9%. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


0501 


Ke a 
- : 50'7 _ CERTIFICATE OF DEATH tee 

¥ 3 §) 1. PLACE OF mn 2. USUAL RESIDENCE (Where deceoted lived. If insituion: Residence before odmistion) 
Bey o i OP R maw ‘ b. COUNTY 
32 ae ARV LAW IAR RAL 
Be cry OF pa (UF or corporate fe imi, wiite [© 1ENGTH OF STAYIN Tb || © CITY OR TOWN {IF outide corporote limit, wil RURAL ond give nearest town) 
o — - 5 - 
23 i WEW WINDS 64 EAKS Al NEW WinbséeR 
ge d. NAME OF HOSPITAL (If not in hospitel, give street address) d. STREET ADDRESS 1S RESIDENCE 
=. OR INSTITUTION: ON A FARM? 
> = ves [] NO 
ce 
£ £ Fi i : 

6 NAME OF int Middle lot 4. DATE Month Doy Year 
a (ype or prin) AV ATH AIVIE EAR I. ; ban SAY 19.4 

“i 9. AGE (In ysors [IFUNDER 1 VEARIIF UNDER 24 HRS. 


Jost_birthday) 


5. 7 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] A DATE OF BIRTH 
Cok  |wrowop pore | /2//p o// FF Td. 


100. mat OCCUPATION (Give kind of wark done 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE sexe ‘or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
uring most of working lite, even if etied) 7 
UNKNG MW AMAIA WEST IN Die “Sf? 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Yow Af NEN OWN 


1S. WAS. Tara IN U, S. ARMED meeces? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address Trt Tea = 
utes yea GALT TR see plea 1m 
ALO 13 -14- 55154) YVEGCENWHBARLT MEN WINDS of 


18. CAUSE OF DEATH [Enter anly one cov Tine far ee ond (c).] y, INTERVAL BETWEEN 
Dee L a ONSET AND QEATH 
Cae 2 Ott Py Sr CLI 


Ee 


ih 1. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (0) 


Ye $3 DUE TO 


Conditions, if any, which rr 
gove rise to immediate 

cate (a), stoting the under, ( OVE TO 
lying couse lost. a 


Pant Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. SE ors 
yes] nol 


200. ACCIDENT WAS UNDERLYING. o 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port It of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEAI 
(IF EITHER, NOTIFY MEDICAL MINER) 


20c. TIME OF INJURY Manth, ; oa Year | 20d. INJURY re — 20e. PLACE OF INJURY jHome, farm, | 20f. (City er town) (County) (Stote) 
Hour 0. m. While ve ee y foctory, street, bidg., ete.) | 
p.m. lot wark [7] at work H 


21. | certify that ! attended the deceased fram._Z0Z Nes, ASE /__.. 19. .2.dsthat | lost saw the deceased 
alive an__. _., and fat death accurred at_. _M, fram the causes and an the date stated above. 
PHYSICIAN'S 7 . 


ADDRESS (Street, cityar town, state} Ae be SIGNED 
vA M.D. AL bh LP ume fe <a a 
NAME (Type) ache: Co 


Wa. BURIAL, CREMATION, | 226. DATE THEREOF ac. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, ar county) (Stote) 
? REMOVAL (Specify) a Dp iS = (a ") 
- BvRiAt |//7/S 5 ait FREDERIC Oo. /270 
= : SUD i ; : 12d. REC'D BY REGISTRAR | 24b-REGISTRAR'S SIGNATUR 
- . ‘ ; 
Yea yrss £ Y Mihi Higfoae JAN 5 '58 RAB n 


Then please remave carban popers. 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATUR 


L DIRECTOR: After this certificate has been signed by the attending physician and campletely, 


auld be detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


pag 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires tha! the death certificate be executed within 24 hours after death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
; a 08 CERTIFICATE OF DEATH . y 0502 


alt 


= Reg. Dist. No. 

oF me 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 

8 3 if 0- COUNTY aay ©. STATE b. COUNTY 

eon arro Maryland 5 

Be b. CITY OR TOWN {IF outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [if outside corporote limits, write RURAL ond give rearest town) p 

3 a RURAL ond give nearest town) wv 

2s kK Ville Ba more 15,Md 

22 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 

=o OR INSTITUTION ‘ON A FARM? 

aS yes T) Noy 

ce = 

#255 4. DATE Month Y 
DECEASED ry i Day ear 


{Type or print) 


8 19 58 
9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
“te Miles De 


s 


Pe 


ye, 


kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 
ven if retired) 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


ig 

a 
a ') 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Howell Gatchell Hettie Maria Reese 


15. WAS DECEASEDEVER IN U. S$, ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
[¥et, 90, oF unknown) If yes, give wor or dates of service) _ 
unkn preSt.Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond {.] 
PART I DEATH MDoIATC CAUSE jop_Arteriolar nephrosclerosis 
f BUE TO 


INTERVAL BETWEEN 
ise AND DEATH 
ays 


years 


Then please remave corbon papers. 


Conditions, f ony, which wArteriosclerotic cardiovascular disease 
gove rise to immediote 

couse (0), stoting the under- 
lying couse lost, a 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART fo) 19. WAS AUTOPSY 


Chr.baain syndr. assoc,with senile brain disease with psychereaction YET) NOK] 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


PROMTEMGIGhIC ~u.< DOGEan Sa Ra 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, farm, | 20f. (City or town) {County) {Stote) 
Hour 0. n. While Not while foctory, street, office bldg., ete.) H 
p.m, 19 Jot work [7] of werk [J t 


MEDICAL CERTIFICATION 


\L DIRECTOR: After this certificate has been signed by the attending physician ond campletel: 


auld be detoched for use as the burial-transit permit. 
the registror prior ta burial, cremation, or remaval, and in any event within 72 haurs after death. 


21. 1 certify that | attended the deceased from = ~, to... keh. os 19.58 that l last saw the deceased 

alive on____Jekl= Poway 1258 7--- and that death accurred at.J.:30_AM, from the causes and on the date stated above. 

€ A. EE Brew ADDRESS (Street, city oF town, state) DATE siGNeD 

p | [Beene <7 is Springfield State Hospital _____ 1-18-88 
PHYSICIAN'S. 


NAME (Type! duund Iusthaus M,D Ove RVI) Ne Mee iri) 


may be retained by the haspital or attending physician. 


Zo. ey ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, of county) {Stote) 
Vi Mi 
Baye an. 20. long] Green Mount Baltimore, Mde 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS. 24a. REC'D BY REGISTRAR 24b. REGISTRAR'S: SIGNATURE 
YS alsa) W\\ Jyohn 0. Mitchell & Sons Ine. 1900 Eutaw Pl. Baltloare ss tre h 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


TO FU, 
po; 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
# &oo CERTIFICATE OF DEATH G0503 


Coal 


Reg. Dist. No. 


sé 
z as a ‘, eS pi ae eis Aalesbet haS {Where deceased lived. If institution: Retidence befare odmissian) 
53; s Carroll MARYLAND || * Maryland b. COUNTY 
a) * \ b. CITY OR TOWN (If autside corporate limits, write cc. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
oa RURAL ond give negrest town) 3 * at Vv 
$2 Sykesville Baltimore City 5 B3Vor 
bf . a ape ket edt {If nat in hospital, give street oddress) d. STREET ADDRESS « er ae 
a Ve) Springfield State Hospital 615 No. Highland Ave, ves J No FY 
oe 
acct 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED . . > ~ 
(ype er print) Trene Lillian Habicht eae ! + 19° 
2 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE fin rear IF UNDER 24 HRS. 
s : ange : 
“ F W wipoweD £7) Divorce [1] October 5, 1897 60 Be By eats | aun Rs 
& 100. USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g \ during most of re hpa is ‘oven if retired) 5 rea 
5 I Grocery clerk Store Maryland USA 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 & 5 ‘ 
ma William Jones Annie Hines 
é 1. WAS BASE! IN U. 5S. gree Gewese 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
[Yes. 29, oF untnown) [If yes, give wor or dates of service) on . 7 : 
No = 219=32=1976 Springfield Hospital records 
H 1B. CAUSE OF DEATH [Enter only one couse per line far (a), (b). and (c).] a INTERVAL BETWEEN. 
a PART I. DEATH WAS CAUSED BY: n Vv ; f t 4 Ad Len ue a 
§ aS IMMEDIATE CAUSE (o! Cerchy Cav Ajo Vauculav Cre i en y 5) 
= 3 Dou K DUE TO 


Conditions, if ony, which * cyeuva VOW; ie) is 
» Cevebval thvowbos 


gave rise to immediote 


couse (0), stoting the under, ¢ PUETO  ¢ = % lew. oom, ory 
one ‘ git Bk ixe aA Ouclerouis | 
Part tu. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0)|19. WAS AUTOPSY 
Chronic. brain ndrome associated with cerebral arteriose Srosis with PERFORMED? 
psychotic reaction ves (J NO Py 


20a. ACCIDENT SURO: oO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part i! of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


TRYARR Gore 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Haut a. m. While Not stile foctory, street, affice bidg., etc.) ! 
p.m, 19 at work [1] ot work [J H 


9 


MEDICAL CERTIFICATION 


or attending physician. 
L DIRECTOR: After this certificate has been signed by the attending physician and completely, 


nauld be detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, or removal, and in any event within 72 haurs after death. 


that | last saw the deceased 


}OSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 


3 21. | certify that | attended the deceased fram, , 
= olive On, 0 Res cece, W274. =) and that death accurred ot_b_© AM, fram the causes and an the date stated abave. 
% ; ; ; DATE SIGNED 
) 
; / wth iced Saacclllu LW), Perceppilel ade 
Hy 
8 PHYSICIAN'S ohm a 7 
$ Name tyes, CLA KL / SCAWENFEL PR ee ee ee 
& ‘0. BURIAL, CREMATION, | 22. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 72d, LOCATION iG few ar county) Stote) _ 
EeEs BREvee. Prec) 1-7-58 Oak Lawn Cem. Baltinore-Maryland 
a 
4 2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2d, REC'D BY REGISTRAR 2éb. REGISTRAR'S SIGNATURE 
VSS K gonn_C, Miller Inc.-2431 E, Oliver St. lowlNe 52 |(),./ -y 


, % *A NVIU 


mt MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 t 
1 r , 00504 
» 910 — CERTIFICATE OF DEATH 


——o~ Reg. Dist. No. 

8 wu Yi ve Pee 2 Bare eae (Where deceased Le meter Residence before genes) 

SNe ae? . Carroll MARYLAND ; Maryland Be Balto,City 

3 ri a b. cry eS (if ihe oan Timits, write poyreclouoe,24 ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give rrearest town) ev 

32 yeesvilie 20yrs .10mos.2#days: Baltimore j 

2 2 d. ae oath ald (If not in hospitol, give street oddress) d. STREET ADDRESS e toe 5 

Bs gfield State Hospital 2745 N. Calvert St. ves] No PY 

£ ° a} NAME C4 First Middle Lost 4. DATE Month Day Yeor 

® ftype oF rin George Ernest HALL State January 13, 4958 

ee 2 5. SEX 6. COLOR OR RACE | 7. MARRIEDIE] NEVER MARRIED. o 8. DATE OF SIRTH , i poe hia FUNDER 1 YEAR| IF UNDER 24 HRS. 

Male White  |wooweo—] —oworceoty | March 29, 1878 vp reek (ise ad Da Min 

100. dah vigar at wee sgretnd a meas 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Race Track OtfFtcla Racing Maryland U.S.A. 


Is) 
/ 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ey 


Charles C. Hall Margaret Todd 


3 WAS eeeresro Pies 3! U. S. ARMED aide 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
fet, NO. OF unknown) ive wor or dates of service) 
No EDS - Springfield Hospital Records 


18, CAUSE OF DEATH [Enier only one couse per line for (o), (b), ond (c).] 


PART |. DEATH WAS CAUSED 8y: 
IMMEDIATE CAUSE ( Uremia 


INTERVAL BETWEEN 
ONSET AND DEATH 


's 


Then please remove carbon papers. 


L DIRECTOR: After this certificate hos been signed by the ottending physicion ond completely 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after deoth. Poge 4 


£ 
4 
S 
% 
5 
2 
g 
£ 
= 
= 
- + . DUE TO 
a Conditions, if ony, which Pe Senile arteriosclerotic nephrosclerosis 
Eo gove rise to immediate 
gs couse (0), stoting the under. ( DVETO 
Ete? lying couse lost. @ 
2 5 aa FS Pant WW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo) 19. pie ase ed 
2538 <| Manic Depressive Reaction, manic type. ves] No PF 
ie 3 5 E 20a. ACCIDENT WAS UNDERLYING (1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 
4 rye & JOR CONTRIBUTING L} CAUSE OF DEATH 
Sze ° © [IIE EITHER, NOTIFY MEDICAL EXAMINER) 
stss & |20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED —[20e. PLACE OF tNJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
5.28 3 3 Hour on. While Not while factory, street, office bldg., etc.) ! 
sires = p.m. 19 fot work [J of work [] ' 
= os 
t oe 21. | certify that | attended the deceased fram JULY 1, __, 19.20. toYanuary 1391929 that | last saw the deceased 
5 33 alive on__ ‘2 12.98 _, and that death accurred ot? 25m, fram the causes and an the date stated above. 
ra mr ADDRESS (Street, city or town, stote) DATE SIGNED 
s323 (| ee wo. Springfield State Hospital 1/13/58 
s pRPaAa 
£a2 3 
re Name(iyes___Walther H, Sodnenfeldt, M.D. Sykesville, Maryland, 
& 'S To. SURI CREATION, 2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 
>3.a° a : . 
ies niga 1/15/58 Mouht Olivet Baltimore, Md, 
= 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR - REGISTRARS SIGNATURE 


Wiis? Sh LW: sapere Son _BO N- Calvert St. |oaIANt 5 '58 


AL 


1 


ate be executed within 24 hours after death. Page 4 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: pas requires that the death cer: 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 505 
511 CERTIFICATE OF DEATH ‘agate 


ss 

3 oe ue Lau a gs es (Where deceased lived. If institution: Residence before admission) 

20 Le °. b. COUNTY 

52 Carroll MARA, Maryland Carroll 

3. 2 b. tS tse (if es ose limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 

5 ond give neorest toven es 

os Sykesville 2 yISe 4 Mt. Airy 

e 2 d. NAME OF HOSPITAL (If not in hospitol, give street address) /d, STREET ADDRESS e. IS RESIDENCE 

=a q OR INSTITUTION 3 *: ON A FARM? 

BS ‘ Pullen Nursing Home ves] Nox] 

ce 

= 0 3. NAME OF First Middle tost 4. DATE Month Boy Yeor 
DECEASED OF 

a (Type or print) EMORY Ae HARRISON DEATH JAN. 25, 1998 

5 5. SEX 6. COLOR OR RACE | 7. MARRIED (1 Never MARRIED o 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR) IF UNDER 24 HRS. 
= ‘ lost birthday) Min. 
male white |wroowes oivorceo 1] =14-19 Sly. 
100, USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
4 ~ during most of working life, even if retired) e a 

Retired farmer owner Maryland U.S. 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
George W. Harrison Jane Gosnell 


i WAS. ee eae IN U.S. ARMED cn ieee 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
fes, no. oF unknown) {it yes, give wor of dates of rervice) 7. =a m4 
no — Fred k,Harrison Woodbine, Md. 
18. CAUSE OF DEATH [Enter only one couse per line for (0). (0). ond (c:] ‘ INTERVAL BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
4 IMMEDIATE CAUSE (o) La tek, 1h, tidete Jackiirs — 


gove rise to immediate 
cote (0). stating the under- 
lying couse lost. 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART May }19. tear AUTOPSY 


FORMED? 
yes] not] 
200. ACCIDENT WAS UNDERLYING 11__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY fHome, form, | 20f. (City or town) (County) (Stote) 
Hour o. m. While Not white factory, street, office bldg., efe-) | 
p.m. 19 fot work (] ot work) 1) ak 


f 


Then please remove carbon papers. 


cate has been signed by the attending physician and completely 


nding physician. 


or 
MEDICAL CERTIFICATION 


72 Pe irs. + ARE, to pe - fesb., \8. Bihot | lost saw the deceased 
ae "aS 19.9 6 --and thot death occurred ota gD 477M, from the couses ond on the date stated obave. 


ined by the haspit 


L DIRECTOR: After this ce 
wuld be detached far use as the burial-tronsit permit. 
the registrar priar to burial, cremotian, or remaval, and in any event within 72 haurs after death. 


PHYSICIAN'S 


*s NAME (Type) es ZL = 
‘220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY GHPTREWEAEORY 2d. LOCATION (City, town, or county) (Stote) 
& REMOVAL, (Specify) . 3 
g28 SURTAR | 1-28-1958 Prospect Frederick Co. Md. 
2 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2éa, REC'D BY REGISTRAR [26 REGISTRAR’ SIGNATURE 
~~ Ws ns 
SAIS Aa) C. M. Waltz, Winfield, Md. pare Jan 2 9 58-1 (Peek etare a 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death: Page 4 


and 


od 


Then please remave carbon papers. Pi 


‘AL DIRECTOR: After this certificate hos been signed by the attending physician and completely, 


jauld be detached for use as the burial-transit permit. 
the registrar prior ta burial, crematian, or remaval, and in any event within 72 hours gets 


may be retained by the haspital or attending physician. 


TO FU 
poi 


oe) 
BF \ 
£2» 
ad 

3 y 
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23 
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a 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
j CERTIFICATE OF DEATH s 00506 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmision) 
°. °. b. COUNTY 
Carroll igh he Maryland Balto,Cit 


¢. CITY OR TOWN (If outtide corporote limits, write RURAL ond give riearest town) 


Baltimore 


b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN Ib 
RURAL and give nearest fown) 
Sykesville 29 days 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: @, 1§ RESIDENCE 
‘OR INSTITUTION ‘ON A FARM? 
Springfield State Hospital 16 St, Paul St, yes [] NOx] 

3. plowed First Middle 4 lost 4. yd Month Day Yeor 

forcrin Eleanor Esther Elizabeth Cook Rig etis HINES ata January 8, 1958 


5. SEX 6 COLOR OR RACE |7. MARRIED [ENEVER MARRIED [] |. DATECreretrr 9. AGE (in years [IF UNDER 1 YEAR] iF UNDER 24 HRS. 
ost fit doy) F Months Min. 
Female White wivoweo I] ovorceo—] | Nov. 28, 1915 yn. 
100. USUAL OCCUPATION (Give kind of work done] tb, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland U.S.A. 


juring most of working life, even if retired) 


ousewife e 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Edward Cook Flora Delosier 


a WAS Leen pt U. S. ee eet 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
alee eta tigi tear or dokalot ewree "i 
No - - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one coute per line For (0). (b). ond (c).} 


PART DEATH ASLATe CAUSE fol testinal Obstruction 


INTERVAL GETWEEN 
hae DEATH 


DUE TO 
Conditions, if ony, which o 
gove rise to immediote 
couse (0), stoting the under. ¢ DUE TO 
lying couse lost. eS 


Past #1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va) | 19. WAS AUTOPSY 


C.B.S.associated with covulsive disorder with psychotic reaction. we) Noo 


20a. ACCIDENT WAS_UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in Port 1 or Port Il of item 1B.) 
OR CONTRIBUTING 1} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, farm, | 20f. (City or town) (County) {State) 
Hour 0. 9. While Not while foctory, street, office bldg., etc.) | 
pm. 19 lot work (] of work [] H 


21. | certify that | attended the deceased fram. ber 95, 19.21, to 0 


MEDICAL CERTIFICATION 


TY. Os _., 19.28 thot | fast saw the deceased! 


alive on__danuary 8, _ met, 108, and that death accurred ot_4 -M, from the causes and on the date stated above. 
Js ADDRESS (Street, city or town, stote) DATE SIGNED 
actuat mo. Springfield State Hospital 1/9/58 


Nant yrei_Walther H. Sonnenfeldt,’ M.D. _ ykesville, Maryland 


Zo. BURL, EREMAT! ‘2b. DATE THEREOF [AM RY OR CREATOR’ 2d. LOCATION [City. 5 

Pe ee PW does Lake teallinnwe Yep. 
ys AW /L, (AV bniY 20s G Dia rates A? 

23. FUNERAL DIRECTR'g SIGNATURE Wi U4, Jp, Sub) 2io. FCP BY REGISTRAR (ab, REGHTRAR'S ie cia 

o 3 POR 

Leas Vat lhl Ltlbuvlls Spb oni Jeadauch 


— 


in by the funeral director, 


ond 2 shauld be fi 


y 4 


Pe 


ithin 72 hours after death. 


Then please remove carbon papers. 


ate has been signed by the attending physician ond completely, 
ony event 


is certi 
fhauld be detached for use os the burial-transit permit. 


the registror prior ta burial, cremation, ar removal, and in 


AL DIRECTOR: After 
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. 
B 
8 
3 
° 
e-) 
2 
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£ 
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£ 
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2, 
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5 
i: 
. 
Za 
- oO 
3 
a 
sé 
rae 
me. 
ie 
ot 
ze 
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Ze 
ze 
= 
<a 
«wv 
Og 
3 oO 
se 
Paes 
oy 
no 
o& 
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TO Fi 
pai 


VS AIS (4) 
15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
513 CERTIFICATE OF DEATH fag. be ue Ouse 


=a 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence befare odmission) 
. COUNTY ©. STATE b. COUNTY 


Carroll ee. ‘ Maryland == 


B. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporate limits, write RURAL end give neores! tawn) 
RURAL and give nearest tawn} 


Rural - Sykesville Bince 26-52 Baltimore-2 ; be 
da. Re a hades (If not in hespitol, give street address) d. STREET ADDRESS e. Ban Wk 
Springfield State Hospital 801 S. Conkling Street ves FJ NO 


3. NAME OF i First Middle tost 4. DATE Month Doy Yeor 

(epee pint) Frank Christian HULSEMAN Beaty Jamary 27 958 

5. SEX 6. COLOR OR RACE |7. MARRIED [2] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS, 
male white Picts  oworcengy | October 12, 1882 “en 

100. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR ro BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


Guard ab pier aa Baltimore, Maryland United States 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Henry Hulseman Leuise Heatinraw 
16 WAS DECEASEDEVER IN U. 5. ARMED FORCES? [16, SOCIAL SECURITY NO. ]17. INFORMANT adsnSykesville, Md. 
blades eres tare: was en 
= nO unknowm Records of Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL SeTWeEN 
ATH 
PART |. DEATH WAS CAUSED 8Y: 
ay x IMMEDIATE Cause fo)_ Sronchopneumonia 
4“9IX — NMoF wutto 


Canditions, if any, which w__Arteriosclerotic heart disease 


gove rite ta immediate 
cause {o), stating the under: ( DUE TO 
lying couse last. os 

Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) | 19. ei) AUTOPSY 


Psychosis with cerebr=1 arteriosclerosis, with hemiplegia ape Boo 
20a. ACCIDENT WAS_UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I! of item 18.) 


OR CONTRIBUTING (1) CAUSE OF DEATH 
{IF EITH@ReMOTIFY MEDICAL EXAMINER) 


a a ee SS 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stole} 

Hour a. m. i foctary, street. office bldg., etc.) ! 

t 


7 


MEDICAL CERTIFICATION: 


21. | certify that | attended the deceased fram__ Apri]. 
alive on__danuary 26. 5 ond that death’occurred ot3. 
" L/ 


pecetrn, Let C tive. 


ADDRESS (Street, city or town, state) DATE SIGNED 


‘mo. Springfield State Hospital 1/27/58. 
Nantives / Agustin del Campo Sykesville, Maryland 


Tio. BURIAL, CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} {Stote) 
MOVAL {Specify} 3 
bane an 30 958 Oat “Taen Baltimore, Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 240, REC'D BY REGISTRAR | 24b. Ther SIGNATURE / 
poe. 
67 d 


lilly & Zeiler Inc., 103 S. Wolfe Street care GAN2 9 “OF 


2 a 


‘$A nvaund 


Dares 
e 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 0) 5 0 8 
> 514 CERTIFICATE OF DEATH Sirk ian! 


st ral 
3 caf 1 eG 5 Teale se! nats (Where deceased lived. If institution: Residence before admission) 
o a. o. b. COUNTY 
38 Carroll SED Naty land OUNI  Caicria ay 
fe) © b. CITY OR TOWN (|f outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
ga RURAL ond give nearest town) > i 
52 Rural, Manchester 17 Years /’Rural, Manchester 
2 S tf i ital, gi 4 3 5 7 
= £ = d. RES RUTOR oe {tf nat in hospital, give street address) d. STREET ADDRESS: M anche ste r Dist rict e. Beet err Gs 
PM . [Manchester, Md. R. D, 1(Manchester Dist Manchester, Md. R. D. 1 ves Nol 
. a ie 
3 gi 3. NAR e. Fint Middle lost 4 parE Month Doy Yeor 
: (Type or print) Flora Ve Humbert CksATH «January 9 19 58 
S. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. B. DATE OF BIRTH 9. AGE (In yeors {IF UNDER 1 YEAR| IF UNDER 24 HRS. 
4 Oo QO 1874 lost hrhdoy) Months} Doys | Hours Min. 
4a Female White wipowen & —pvorceoE] | December, 29 ~ 83s. 

igs = \, [ 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

= during most of working life, even if retired) 

4 7 ) Housewife-Housework Own home Carroll Co., Md Uso yay 

oN 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

= 
Wertin Frock Rebecca Leister 


ie WAS eS PO EVER IN U.S. (spies roe, 16. SOCIAL SECURITY NO. 117, INFORMANT Address 
‘as, no, or unknown) 1M, give wor or dates of service} is 
No. Mrs. George U. Sullivan, Manchester, Md. R.D.1 


3 INTERVAL BETWEEN ~ 


Then please remave carbon papers. 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (¢).] 7 ; : INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: / U_, WA ays, LYLE | 
IMMEDIATE CAUSE (ol -t. 2 JL UTD (L Ae ae), o 0 
J 4 v LSHV. 
¥ DUE TO w / meq Q a 4 L Zi = ; 

: NiO / on tay (Pe en aaa , ) go Ny 
¢ Conditions, if ony, which mle JosPuUds lh CEL Mya, 0b La “ta 
E gove rise to immediote ; Alo 7 
a catse (0), stoting the under. (PVE TO it es Ap 4 if 1 pee “ Ly j 
= lying couse lost. © Wy yy J ALA OES, / 

2 AA 
8 


Part UU. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
ves] NO@ 
20a, ACCIDENT WAS UNDERLYING []_ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lof Port Il of item 1B.) 
OR CONTRIBUTING C} CAUSE OF DEATH] » 
(IF EITHER, NOTIFY MEDICAL EXAMINER) | /)-——~ 
20c. TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, 1 20f. (City of town) (County) (Stote) 
Hour o. m. While Not while factory, street, office bldg., ete.) | 
p.m. ” lot work [7] of work [FJ eT 


21. 1 certify'Yhat | atjénded the deceased from, _.£. «. eee, 1944, ta a oe. (--. 19-2. Q,that | last saw the deceased 


ond that death occurred /atib das AFB cate dda an the date stated abave. 
4 ADDRESS 


(SlreGh ity oF towty stote) j e (DATE SIGNED 
Fo Z. soe 2m MTA a5 
/ Oy Tt j shih 
PHYSICIAN'S f i 2 
NAME (Type) YG ( Mee Li 6} == hile H PuLA Bey by a 
220. BURIAL, CREMATION, | 22b. DATE THEREOF lc, NAME OF CEMETERY OR CREMATORY U Zid. LOCATION (City, town, or county) (Stote) 
BEMOYAL feet] A > - 
ur1a, {11/58 Mt. Carme eneter estown, Ada Ons Pa 


se mipteee Yen's Od of 7 yy ADDRESS 24a. REC'D BY REGISTRAR | 24b. eeisreans SIGNATORE) 
ry y A 40°59 (be Sy. 
Wave? Axe, (VLG f AAAAL | Littlestown, Pag |poar JANI 9 ° LW w 


MEDICAL CERTIFICATION. 


L DIRECTOR: After this certificate has been signed by the attending physician ond completely 


rt 


the registrar prior ta burial, crematian, or remava!, and in ony event within 72 hours aft 


uid be detached far use as the buri 


may be retained by the haspital or attending physician. 


TO FU 
pag 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
515 CERTIFICATE OF DEATH hog. out, wo O09 


se 
£¢ 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before edmition) 
oo a Cae MARYLAND b. COUNTY 
mA anc 

Bo b. CITY OR Caxt ir oultide carporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR Foor (If outside corporate limits, write RURAL and give neorest town) 
oo RURAL ond give neorest town) ” 
sz B. e 
25 days a mo ¥ 
gz = d. NAME ‘OF HOSPITAL (If not in hospito!, give street HE d. STREET ADDRESS e. 1S RESIDENCE 
=v / LF OR INSTITUTION ON A FARM? 

oO Y 
BS pringfield State Hasnita 1906 E, Lafayette Avenue ves ENO Ty | 
ee SEE 
£6 3. NAME OF First Middl tost 4. DATE Ye 
gy DECEASED | ¢ aia) I Manth Oay fear 
4 (Type or print) Mary artha In DEATH 19 


8 5. SEX 6. COLOR OR RACE |7- MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER ¥ YEAR] IF UNDER 24 HSS. 
a last birthdey) [Months 

- Fema hite WIDOWED [J] DIVORCED [1] aa yes. 

ge 10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Gir during most of working life, even if retired) 

Shad sewfit _Maryland U.S.Ae 

a 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

8 

° Alexander Redmon Martha Norris 

2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

& Tes, no. oF unknown) HIF yes, give wor or dates of service) 

¢ J__no jin | SSpringf, State Hospital Records 

8 18. CAUSE OF DEATH [Enter anly ane couse per line far (0), (b). and (€).] INTERVAL BETWEEN 
a PART |, DEATH WAS CAUSED BY: 

§ , IMMEDIATE CAUSE (0) angrene © ight lower leg days 

= r 4 DUE TO 


Conditions, if any, which _ Thrombosis days 


gove rise to immediote 
couse (0), stoting the under. ( DUE TO 


lying couse lost. to_A ra ras aro rai ove a a 6 rears 
Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}|19. we fee 
6|&| Chr.Brain Syndr. assoc. with Cergbr, Arteriosclerosis ve LE] No gi 


200. ACCIDENT WAS UNDERLYING L]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port I or Port Il of iter 16.) 
‘OR CONTRIBUTING LI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, “ee Year | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, farm, 4 20f. (City or town) (County) (Stote) 
Hour an. White Not ae factary, street, office bidg., etc =) 
er, Jat work [[] of work 


21. I certify that | attended the deceased fram.________ As3-__, 19.58, ta 1958 that | last saw the deceased 
ative on_____ isll= ewer |b? B, and that death occurred at Bz! M, fram the causes and an the date stated abave. 


ADDRESS (Street, city or tawn, state) DATE SIGNED 
semua Ed At 6, mo. Springfield State Hospitel _---Ae12=58_ 


PHYSICIAN'S 
NAME (Type) dyaind 


MEDICAL CERTIFICATION 


L DIRECTOR: After this certificote has been signed by the attending physician and campletely 


Javld be detached far use as the burial-tronsit permit. 
the registrar prior ta burial, crematian, or remaval, and in any event within 72 haurs aft 


MD, pykesvi lls Dar, 
‘Zo. BURIAL, EAD Wb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
eae (Specify) 
an Ba ore Sea rinngd 


2 
2 3B. wait DIRECTOR'S SIGNATURE ADDRESS 24a. rep woo aie coms S SIGNATURE 

2 | ¥ Cook aig g Sig ; 
VEAISIO William Cook, Ins. 1217 St. Paul Street Tries 


U! 


pa: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 1 8 
016 CERTIFICATE OF DEATH 00510 


Reg. Dist. No. 


~ ee 
3 85 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. {f institution: Residence before admission) 
£ £3 at Carroll maryiano || ° TA Vary] and becounm Howard. 
£8 ays b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporate limits, write RURAL ond give neares! town) 
g 3 RURAL ond give neorest town) : a. 
7 S27 wy Sykesville 3 yrs Rural --Mt. Airy (3X-, 
2 2 ca isi d. Ege att eee (If not in hospital, give street address) d. STREET ADDRESS e Pegs | 
5 et é : 
Bae ~Jo utten Nursing Home Poplar Springs ves [J No FQ 
oO ec 
2 £6 3. NAME OF First Middle Lost 4. DATE ‘Month Doy Year 
DECEASED : # F OF pe <4 
a ae (Type or print) AURA KELLEY DEATH _ pew & Wo ¥ 
< § 
2 6 5. SEX 6. COLOR OR RACE ]7. MARRIED L] NEVER MARRIED JC] | ©. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
ae - 38 lost hy) D) Min, 
2 is female white |wwowet]  oworceot] | 11-17-1882 tis 
2) jek. T0o. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State ar fareign country) 12, CITIZEN OF WHAT COUNTRY? 
2 §ee 5 during most af warking life, even if retired) ; 
i | none --- aryland U.S. 
© 825) 13, FATHER'S NAME TA. MOTHER'S MAIDEN NAME 
2 22 5 3 
iS. eoiore. 1 Jeremiah Kelley Margaret Burall 
D pe wae 
2 & ig 3 1S, WAS DECEASEDEVER IN U: $. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Address 
= 4 fes, ne. or unknown! yes, Give wor er dates of service} 5 , * 1 
dees Q ese Mrs. Elva Pickebt, Mt. Airy,Md. 
< £2 
g eee 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c)-] INTERVAL BETWEEN 
3 225 PARTI DEATH WAS CAUSEDBY. (Ta 4 : a ee Prep 
ees IMMEDIATE CAUSE (o] a aA, é 
s = #? 4 DUE TO )¢ SH 
= Bs> 3. if any, which wo A Cree  eaetn-&y hide up What, 
$s 3 5 5 gove rite to immediate ( oe 1 ni ? Po 
> Lee : : 
5 £SBF couse (o}, stoting the under. yf - 
Pegtse lying couse last. tc Crbtal eZ. CNL. oy 3 17s ¥ 
< pal eiaeeees 
2285 i r4 Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TOWEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)]19. Was AUTOPSY 
Sso0F5 el 4 
28835 4) 3 Co % yes] not] 
4 u 
Fotsé © | 200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Cor Port Il of item 18.) 
ogee & | OR CONTRIBUTING C1 CAUSE OF DEATH 
Ze826 & | (IF EfTHER, NOTIFY MEDICAL EXAMINER) 
asee° se 
2 oes 5 G [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ¢ 20f. (City or town) (County) (Stote) 
> hes gs 3 Hour a. 1. While Not while foctory, street, office bldg., etc.) ; 
Egies g pom, 9 lot work (J of work EJ Hl 
g PS ome 21. | certify that | attended the deceased from.__/ 7S’ ______, 19.2, ta. : ep DS S¥. that | last saw the deceasec’ 
aie zs © 
2233 5 rs = ? 
2 eg 8s olive on... 4! La 12, and that death occurred at_</4“2"M, from the causes and on the date stated above. 
E Be ee ) Vu Fd A dee City oF town, state) TE SIGNED 
4a - ACTUAL fb, by, Z. an 4 
aoe 3 2 | SIGNA MD... Oe YONA AON Met fe. LOT <— fe SJ 
£a2z ~ y 

2 > PHYS i 
<3 geo © taneines HOWARD E. HALL 

5 ee ee ee eee en eS 
5 ®: "720. BURIAL, CREMATION, | 220. DATE THEREOF Zac. NAME OF CEMETERY QORGREMATORE Td. LOCATION (City, town, or caunty) (tote) 
TEL ee *SOnTEL” | 1-8-1958 Poplar Springs Howard Co. ,Maryland 
oe hai ©) [23. FUNERAL DIRECTOR'S SIGNATURE 


. AObRESS 2dq. REC'D BY REGISTRAR | 24b. os lead ‘SIGNATURE 
Cy Winfield, Maryland |, ans ‘58 be Sy. revs N 


> 


i. Wi 
YE,AIs 4) M. Waltz, 


i! 


in by the funeral director, 
ind 2 shauld be filed wit 


ra 


+ 


Pa: 


Then please remove carbon papers. 


u DIRECTOR: After this certificate has been signed by the attending physician ond completely 
ge 


ould be detached for use as the burial-transit permit. 
strar prior to burial, cremation, or remaval, and in ony-event within 72 hours ofter death. 


ins 


Ful 
pog 
the re: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after death: Page 4 
may be retained by the hospital ar attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 1 
517 CERTIFICATE OF DEATH \  JOSTT 


Reg. Dist. No. 
1 ee al 2. Ley RESTORE (Where deceased lived. If institution: Residence before admission) 
es b. COUNTY 
_ Carroll ETE, Maryland Balto,Cit v 
b feat oR TOWN (If outside carporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
URAL ond . a fawn) AWA) 
ykesvil S.9mos 20d Baltimore hf 
d. NAME OF aie {IF not in hospital, give street address) S- STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ‘ON A FARM? 
Sp ield State Hospital 02 W, 37th St.,Zome 11 ves 1] No [3c 
a: By g First Middle Lost 4. |p Month ei Year 
(Type oF print) Dorothy Emma Emlet KRAUSSE Beata Janua 19 58 


5. SEX 6. COLOR OR RACE | 7. MARRIED {KJ NEVER MARRIED (0 [8 OATE OF BIRTH ACE Un youre IF UNDER to IF UNDER 24 HRS. 
pt birthday ae Min. 
Female | White —_|woowmt) _oworceo] | April 27, 1902 "be le ey 
100. USUAL OCCUPATION ae ite kind of work dane} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN 1] WHAT COUNTRY? 
during mast af working life, even if retired) 
Housewife - Pennsylvania U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Jacob Emlet Emma Kauh 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address: 
(Yes, 20, oF unknown) {IE yes, give wor or dotes of service) 
No - - Springfield Hospital Records 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b). and ().] 


PARTI. . 
“ - PEATIAMEBIATE Catse io) _ Bronchopneumonia 


71 ™ DUE TO 
Conditians, if any, el 0} 


INTERVAL BETWEEN 
ONSET AND DEATH 


ays 


gove rise to immediate 
cause (a}, stating the ynder- (SUE TO 
lying couse lost. 


Past I. OTHER SIGN, TIONS CONTRISUTING TODEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDIT Tig)]19. WAS AUTOPSY 
C.B.Se assocke ts Sie Raa © Heer USA CA GSS MUTE EES Oe reeroemeos 
hores ho a yes] No [3 
20a. eee WAS, UNGER ESS oO 20b. DESCRICE HOW Tv OCCURRED. (Enter nature of injury in Port | or Port I! af item 18.) 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F, (City oF town) (County) (Stote) 
Hour 0. n. While. Not while factary, street, office bldg. ete.) | 
p.m. 19 fat wark [7] ot work [7] i 


21. | certify that | attended the deceased from March 20, _, 1f5__, to January _10,, 19.58 that | lost sow the deceased 
alive on. January 10, ___., Hebe, and that death occurred at 8 FL _M, from the causes and on the date stated above. 


ADDRESS (Street, city or town, state) DATE SIGNED 
sermon PI MAATLA wo, Springfield State Hospital __1/10/58 


Ri re planiter He. Somentelat, M.D. pete eae 


epee ‘Ub ze. S My 


Tate s fal METZ, 


Zz 
Q 
S 
$ 
3 
&e 
te 
ray 
2 
= 


= 


at 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 0 5 1 p) 
518 CERTIFICATE OF DEATH 


ae 3 \ Reg. Dist. No. 
sé 
3 ' %, 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where decected lived. If Inttuions Residence before admission) 
°. b. COUNTY 
5a Carroll MARYLAND Maryland Garrett 
Be b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (if ovtide corporote fimits, write RURAL ond give nearest town) =| 
$ a RURAL ond give nearest town) d 
2 kesville byrse2mos.20days ss Mt. Lake Park 11x 
2 2 / Pe d. ane OF SRE TAL {If not in hospito!, give streel oddress) d. STREET ADDRESS. e. ph POs 
aS Springfield State Hospital - ves (] No Bg 
£6 3. NAME OF First Middle tow 4. DATE Month ay Yeor 
é {type oF rit Elizabeth MORGAN DEATH January 26 1958 
> 5. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIEDOE’] | 8. DATE OF BIRTH 9 AGE (In yeors BUTE UNDER 24 HRS. 
« Jas bathder Fmonth 
; Fenale | White Unknown yt ES ek he 
& Wo. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or loreign country) 12, CITIZEN OF WHAT COUNTRY? 
Goa mest of working lile, even if retired) 
E - Maryland USA. 
g 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
é Clinton Morgan Marcy E. Saunders 
8 16, WAS DECEASED EVERIN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Address 
‘es, ng. oF unknown) Hf yer, give wor or dates of rervice) 
: ‘No 4 2 Springfield State Hospital 
2 18. CAUSE OF DEATH [Enter only one cause per line for (a). (b), and (c)-} INTERVAL BETWEEN 
a PART 1, DEATH WAS CAUSED BY: E- +t) 4 +, ri eo 1 eal d ry 15 va ee 
§ = | wmeouate Cause ()__Hypertensive arteriosclerotic cardiovascular ears 
= y Yu 3x DUE To disease 
Conditions, if any, which 


“ 


cause (a), stating the under- DUE TO 
fying cause last. (). 


Cy rh IT Serger CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE. CONDITION GIVEN IN PART Ifa) | 19, iy) AUTOPSY 
Psych Sw ral arteriosclerosis. ae ist) NO] 


20a. ACCIDENT WAS eee. Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, nee (City of town) (County) (State) 
Hour oo. m. While Not while factory, street, olfice bldg., etc.| " 
p.m. 19 Jot work F] ot work [J 


ie 2, 1998__thot | fast saw the deceased 


PM, from the causes and on the date stated abave. 
ADDRESS (Street, city or tawn, stote) DATE SIGNED 


Springfield State Hospital 1/27/58 


gove rise to immediote | 


MEDICAL CERTIFICATION. 


hee on_. 


ACTUAL 
SIGNATI 


PHYSICIAN'S Sykesville, Maryland 


Pty Wa tbs 2 aig tek eh I i i alba Mii a EE pe rd ee a ae | 


2a. HO CREMATION, 72d. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or count; (Stote) 
1/29/1958 [Pleasant ae Cem. |near Mt. Lake Park, Wide 


‘AL DIRECTOR: After this certificate has been signed by the ottending physician ond campletel: 


hauld be detached far use os the burial-transit permit. 
the registrar priar to burial, crematian. ar removal, and in any event within 72 hours after death. 


retained by the haspital ar attending physician. 


HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


o Foe 

“a ‘( a. ek 
Vs AIS (4 2 ¢ *" 
Ven yrs. \ OATE Ae\ onte Fi z os 66S Sry. seer5 


BCA NM 


MARYLAND STATE - DEPARTMENT OF HEALTH—BALTIMORE, si 
> S19 — CERTIFICATE OF DEATH 


-_i 


00513 


~~ * foe Dist. No. 
> 3 “id pi ny erent DEATH 2 ae pes (Where deceased lived. IF institution: Residence before odmission) 
op Ee my «. b. COUNTY 
é 32 "i pale MARYLAND Ma ryland Carroll 
£3 b. CITY OR TOWN im ‘outside corporote limits, wrile | ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN (IF outside corporote limits, write RURAL and give rieares! town) 
Res RURAL oe ive nearest town) es 
s $2 a ey town 35 years Taneytown 
5 92 d. NAME "HOSPITAL {If not in hospitol, give street add - STREET ADDRESS Ts RESIDENCE 
6 = % OR INSTITUTION Neg oon akecoas™") a ON A FARM? 
“ > YES 
g 55 a No) 
2 £5 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
a é en (ype or print Clara Floria Peters DEATH Tanusey 18, 1958 
£ se \ [5s 6. COLOR OR RACE |7. MARRIED fg] NEVER MARRIED [] | 8. DATE OF BIRTH E (In years [(E UNDER 1 YEAR] IF UNDER 24 HRS. 
3s = ) lat birthdoy} Days Min. 
2 2¢\* / |Pemale te _|woowen wore Jane 22, 1921 Agee Nigel ia 
a ieee / Tita. - USUAL OCCUPATION (Ge Kind of work donal 0b. KIND OF BUSINESS OR INDUSTRY /11. BIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
£ 3 luring most of warking life, even if retire 
g 285 Ky) Hagerstown, Maryleand/ y.s.,, 
g 

2 25 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Roth te 3S 

» 58% 
pes aus QO, Peters Eleanor Ovelman 
= bes WAS ieeTO Ns v. -- ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT oy ‘Address } ‘ 
= eng (fer, 00, oF Unknow (ht yes, give wor or dotes of ¢ aney town, 
8 peK No '\214+14-6379 = Jictenw?- Maryland 
a 8 Se 18. CAUSE OF DEATH [Enter only one cause per line for (0). (b). and (c).] a INTERVAL BETWEEN 
> 265 PART |. DEATH WAS CAUSED BY: , 226 : 
s &§ Z >. __ IMMEDIATE CAUSE (0 & AAs | fe otdtaalerwe. 1 
ae ss c DUE TO 

° e 
= Bs> Conditions, if any, which w 
3 BES gove rise to immediate GeETS 
5 ete couse (0), stoling the under- 

2 a 

5 € 3 & 2 tying cause bast. (0) 

xu 3 5 g ie Part I. OTHER SIGNIFICANT CONDITIONS SONTRIBUTING. TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)} 19. Nee, AUTOPSY 
Shots Ole! 07 — RFORMED? 
2eges §| 260% Yratutir ettlina. vst) NOP 
oe ers E |2oe, ACCIDENT WAS UNDERLYING C] | 20b. DESCRIBE HOW INJURY OCCURRED. (Ener noture of injury in Port or Pon IT of item 16] 

£2 = 
= = 825 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ost: 2 ee ee eee 
Sstes & [20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, Pe (City oF town) (County) (Stote) 
~ 5.2 83 a Hour 0. 7. While Not while faclary, street, office bldg., etc.) 
ERE°s 4 Pm. 19 fot work (J ot work [J |e 

on & ied 3 oie 
3 3 35 = 21. t certify that | attended the deceased fram sey Herqhons , 19.22, to. 7} )____.., 19D". that | last saw the deceased! 
Zz 3s : 
Ss = 35 olive ane AS ae wae... and that ay secured oti S22 /M, fram the causes and an the date stated abave. 
E=S35 ADDRESS (Street, city or town, sata — SIGNED 
syez? ti IA fartocs fev 
epess SIGNATUR M.D. be ek Se Rees ae > 
sels PHYSICIAN'S : Ae ee 2 Ws S 
= ° $2 £ NAME (Type! Av ay = ae ee, ee ee 
& 2 > 720. BURIAL, CREMATION, | 226. DATE THEREOF ‘Te. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or count Stote} 
Oo; S REMOVAL (Specify) : . 
seers B : 21/1958 | Keysville Cemetery eysville, Carroll Co. Md. 
- - 23. FUNERAL DIRECTOR'S'SIGNATURE 7 ‘ADDRESS do. REC'D BY REGISTRAR ig § SIGNATURE 

fe a + O f 
YSAI5 ah, oe yi Emmitsburg, MGs [ose JAN21 °58_| { pers , ‘ 


that the death certificate be executed within 24 haurs after death: Page 4 


jires 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ’ 


ga 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
: 520 CERTIFICATE OF DEATH ‘on ecokd 


YR 


8 5 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If initution: Residence before odminson) 

$e ; Carrell marano || °°" Maryland > COUNTY Baltimore City 311 

3 8 b. CITY OR TOWN (If outiide corporate limit, write [<. LENGTH OF STAY IN Ib ||". CITY OR TOWN If outside corporate limits, write RURAL ond give neared town} 

pe af AL ond give are! fn) sintssieeiael Baltimore SVs, 

2 kesville a F / 

2 4 W d. Ree Gales Nata (If nat in haspital, give street address) d. STREET ADDRESS 1 e. iS Rete 

Sh fe Springfield State Hospital. 302) Remmington Baltimore 1 vet) 

£5 ~ 73. NAME OF First Middle last 4. DATE Manth Doy Year, 

& fwecrrin) Charles Frederick  § Pfeltz Beara 1, Tt 558 

= 3. SEX 6. COLOR OR RACE |7. MARRIED [AFNEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Male White wiowed[] oworceo | 3-27-75 | a bron) Months Hoary Alin; 


12. CITIZEN OF WHAT COUNTRY? 


U.Sehe 


10a. USUAL OCCUPATION (Give kind af wark done] 10b. KIND OF BUSINESS OR INDUSTRY 11, QIRTHPLACE {State ar fareign cauntry) 
during most af warking life, even if retired) 


Mec c Maryland 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Gus Davis Mary E.Price 
” WAS. eee are EVER IN U.S. ete 16. SOCIAL SECURITY NO, | 17. INFORMANT Address 
fos, Ro. oF ynknown) Yel. give wor or vervice) 
No 760-88-211 Hospital records. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}), ond (©)] 


Pi 4 qi 
FET EAT NS An ane jo) Bronchopneumonia 


YF £ x not overo Arteriosclerobic Hear 


g physician and completely 


INTERVAL BETWEEN 
“aay”? DEATH 


years 


Then please remave carbon papers. Pa: 


Conditions, if any, which (b) 
gove rite to immedion ( 9 
, ating the: wlan: 
ES ie Generalized Arteriosclerosis 


Pasg Ul. QTHER SIGNIFICANT CONDITIONS CONTRIBYT! TOD: Ng 35 MI ea Sein vba? WAS AUTOPSY 
Pig pile Drgin grade ime eypecsatee Wath Siena eid rast 


20a. ACCIDENT WAS UNDERLYING (7 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State} 
Hour 0. pr. While Net while foctary, street, office bldg., etc.) ! 
p.m. 19 fot work [J at work [] H 


21. t certify that | attended the deceased fram.__.2710= _-, 19.22.,that | last saw the deceased 
alive on, 27! 7? ee eNO) | .--, and that death occurred at! , from the causes and on the date stated abave, 


Springfield State Hospital. Ti=6H° 


MEDICAL CERTIFICATION, 


ACTUAL 
SIGNAT! 


L DIRECTOR: After this certificate has been signed by the attendin: 


auld be detached far use as the burial-transit permit. 
the reglstrar prior ta burial, crematian, or tomer any event within 72 hours after death. 


tained by the hospital ar attending physician. 


q NAME (Type| ae) ae ee ee a oe 
3 ‘Za. BURIAL, area Zb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Z22d. LOCATION (City, town, of county) (State) 
ret Ta Pee LAUPER, OD. 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240, REC'D BY REGISTRAR ‘ab. RE ISTRAR'S SIGNATU! > 
AS a E, Mirenn 3E1f Foland, M Adre(? v% YY vp 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
xe 521° CERTIFICATE OF DEATH w . 0515 


wll 


a es Reg. Dist. No. 
s ie a 4, ee ae PS pide sate 3 (Where deceased lived. If institulion; Residence before admission) 
3s oo. ©. 

$2 Carroll MARYLAND ‘Maryland + COUNTY Baltimore City 
Be b. CITY OR TOWN (IF outside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give rearest town) 
33 RURAL ond give oe Town) J 
32 esvi L?yrslOmths7dye Baltimore y j 
2 2 d. NAME OF eat (If not in hospital, give street address) |. STREET ADDRESS e. 1S RESIDENCE 
2s INSYTUTIO ON A FARM? 
=e Sn gic Keisterstom Road ves) NO PY 

Uv 
a: 
Get 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
y DECEASED s OF 
2g (Type or priat) Martha Phillips Stath Jan 19 1958 


Pol 


5. SEX 6. COLOR OR RACE |7. married [] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. Bee aa IF UNDER ? YEAR] IF UNDER 24 HRS. 
ips tees Month: H Min, 
Female [White —_|wwowmxy —_—onorceot] | Jan 12-1891, ee a ae 


100. cee OCCUPATION (Give kind of work done 


ner ta G reiwed) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
DH aes tiew earch van 
OM e|e Pennsylvania U.S.A. 
13, FATHER'S NAME 2 14, MOTHER'S MAIDEN NAME 
George Wicox Mary Jaeger 


1S. WAS DECEASEDEVER IN U. S. ARMED renee? 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
fr 0. 0¢ unknown) UY yes, give wer oF dotes of vervice) - 
Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] 


ak nama Carcinoma of the head of the pancreas 


INTERVAL BETWEEN. 
ONSET. iD DEATH 


Then please remave carbon papers. 


with metastases in the liver and peritoneum 


not 0) 
oveTo Arteriosclerobic heart disease 


{¢ 


gove rise to immediote 
couse (0), stoting the under- 


Conditions, if any, which 
lying couse lost. 


-transit permit. 


Se <a "art Il. OTHER SIGNIEICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT REtATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1fo)|19. WAS AUTOPSY 
Manic depressive psychosis Pante type- Chronic Nephrosclerosis ene 


20a. ACCIDENT WAS UNDERLYING O) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2c. TIME OF INJURY Month, Day, Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour 0. #1. While Not while foctory, street, office bidg., etc.) ! 
p.m, 1 fot work [J ot work [] t 


21. 1 certify that_l attended the = fromYan 8 1998 tad ane .. 1922_._,that | last saw the deceased! 
an.19— 7550 


MEDICAL CERTIFICATION 


y the hospital ar attending physician. 
L DIRECTOR: After this certificate has been signed by the attending physician and campletely 


jauld be detached far use as the burial: 
Hstror prior to burial, crematian, or remaval, and in any event within 72 haurs after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


alive on. SS ee7' ann~ W2ee=.-._, and that death occurred at_! ©“ 8M, from the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
3 Springfield State Hospital. Jan 19-58 
? / 
e4 ee ee ee A} ane” S 
5 iz NAME OF CEMETERY OR CASMATORY Zid, LOCATION (city, town, or county) se) 
>So Za ci ens 
ees 1-22-58 \Doandlp Liheeult , Wg 
a DRESS, 7 ‘aa. REC'D BY REGISTRAR | 24b. REGISFRAR'S SIGNATPRE 
ne he wh, ome WAN 2 7°58 [ALU egueh 


Yeas) Ly LEP YS FVLL 
7 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death: Page 4 


MARYLAND. STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1 r 

ve \ 

5 522 CERTIFICATE OF DEATH ) UTD 
ye g. Dist. No. 
3 = 1 Bre DEATH 2. USUAL RESIDENCE (Where deceased lived. If ii jion:. Residence before admission) 
Fy °. °. b.c 
32 Carroll MARYLAND Maryland CON Beltbeemiay. ay 
°° ra, b. ee ea (ue i fechas limits, write | ¢. LENGTH OF STAY IN tb. ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give searest town) 
6 : ‘ond give nearest , J 
32 Sykesville 1 mo. 8 days Baltimore : { 
a's g d. NAME OF HOSPITAL {If not in hospital, give street oddress} d. STREET ADDRESS e. 1S RESIDENCE 
=e a OR INSTITUTION ON A FARM? 
5S / orinefield ate Hospital 133 N. Collington Ave, ves) NO GR 
£65 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
rs fie oneal Alexander POLKOWSKI Sam danuary 5, 4958 


9. AGE (In yeors IF UNDER 24 HRS 


5, SEX 6. COLOR OR RACE |7. MARRIEOI] NEVER MARRIED [[] | 8. DATE OF BIRTH tages 
urthdoy) Month: Hi Min. 

Male White |wiowem —_oworctot | Aug. 15, 1875 yo i 

10a, USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

during mast of noun life, even if retired) 
Labore - Poland U.S.A. 
\ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
| a Unknown Unknown 


Yt ia WAS eel el U.S. rea Ls Sad 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
Piro actu jamal et 
No saath hs = Springfield Hospital Records 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


25 / DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


Then please remave carbon papers. 


Generalized arteriosclerosis. 


signed by the attending physician and campletely 


ce Condilions, if ony, which } 
— gave rise to immediote 
2 couse {o}, stoting the under. ( OVE TO 
a lying couse lost. {c) 
Pagy Hl. OTHER SIGI ‘ON! INS CONTRIBUTING TO DEATH BUT,NOT RELATED TO THE TERM! E, IT! VEN IN PART I 19. pen at 
Ps Gob es associa Sd WL th CELEDLal ar berd OS CLELOS Les WEE Poy eHONe 2 ee Mor 
> re on ves KR} NO 


20a. ACCIDENT WAS. Sane Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Por! II of item 1B.) 
‘OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


j20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120F. (City oF town) {County) (Stote) 
Hour on. While Not while factory, street, office bldg., sce 
p.m. 19 lot work [] ot work [] 


or remaval, and in any event within 72 haurs-after death. 


z 
2 
< 
2 
= 
= 
& 
uU 
S 
ral 
£ 
= 


21. | certify that f attended the deceased fram _Nov: 274 1957, todanuary 5s, 1958 thot | lost sow the deceased 
alive on.January Oa — a 12.28, and that death occurred at_0 M, fram the causes and on the date stated abave. 

f ADDRESS (Sireel, city or town, stote) DATE SIGNED 
Seton wo, Springfield State Hospital ____1/6/58__ 


auld be detached far use as the burial-transi 


L DIRECTOR: After this certificate has been 
the registrar prior to burial, crematian, 


mugs Walther H. Sonnenfeldt, M.D, abcemsel Maryland 


BURIAL, CREMATION a DATE pg |AME OF CEMETERY O) wey es. ey II, town, or eed <a (Sole) 
HON (spect) - 
La — aye i Me, 


may be retoined by the haspital ar attending physician. 


2 ms 
of 
- on wit TURE Z = ADDRESS Loar cr bn Lethe 2 eae ASTRAR'S S ATURE 
Vs A1S (4 a . Ase PIO 26 
wise Pengo” Fas Laatadnl Zale 


7 
2 
& 
o 

e 

= 
9° 
3 

3 
= 

9 
= 
5 
3 
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rd 
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“4 
2 
s 
8 
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3 
= 
$ 
3 
io 
2 
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rs 
a 
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in 
oe 
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. MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . “ 
523 CERTIFICATE OF DEATH V0517 


gs Reg. Dist. No. 
z 5 1 er 7. ee eg att3 (Where deceased lived. If institution: Residence before odmission) 
fy ° LAND ° b. COUNTY : 
$20 + FPRROLL MARY PIBBILBYW D CARRG Lb. 
Se b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
3s K RURAL ond give negrest t e : 
5s 3 MontHs|~ J WLNLS 2 
= 2 a d. SRST (If nat in haspital, give street address) / d. STREET ADDRESS: e a eek 
is th 

og at pe 
is | CAA BER i Vile LAMBERT AYE Yes] NOW) 
£6 3. NAME OF Fint Middle Lost 4, DATE Month Day Yeor 


DECEASED OF ya 
ree or inn STEAL /W, NVORMA/ 00 Sif| beats VAN 3 Ww5K 
S. SEX 6. COLOR OR RACE |7. MARRIED DA NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR] IF UNDER 24 HRS. 
™ r. lost birthdoy) Months Min. 
’ Al W wioowen [J pivorceo [] SASSI F ZO ye 
T 10s. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Siote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a, Ting most of working life, even if relired) 
/ j b 
—/ |_KETIRED FLEES Ab RP MARYLAND SA 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


WILLIAM _§ OOLE PALME ANGEL 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, 90, oF unknown), {it yes, give wor or dates of rervice), ae “ dee al es 
ES WW ZL 213-FOSUAAVTR F Peake EW WIN 2S 0 Ly 


18. CAUSE OF DEATH [Enter only one couse per line for (e), (b), and ().] INTERVAL BETWEEN. 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o] 2 


a 
is 3.4 DUE TO 


Conditions, if ony, which 6 Oris Quan (2 aa = SES Z 2 
gove rise to immediote 


cotse (0), stoting the under. { OVE TO 
fying couse lost. (o). 


Past Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART Mop] 19. Piiachey, Uns 


RMED?- 
yes] no 
209. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour 0. m, While Not while factory, street, office bldg., etc.) ‘ 
pom, 19 lot work (J ot work t 


|, cremotion, ar removol, and in any event within 72 haurs ofter death. 


g physician and comple 


Then pleose remove corban popers. 


MEDICAL CERTIFICATION 


t DIRECTOR: After this certificote has been signed by the attendin: 


jould be detoched for use as the burial-tronsit permit. 


< 
2 
~} 
ES 
eS 
a 
= 
2 
2 
5 
o 
5. 
S 
3 
£ 
© 
= 
iS 
2 
mod 
oe 
= 
tf 
2 
my 
oe) 
—E 


= 21. | certify that | attended the deceased fram. --LLSUEF_., \9._...Ahat | last saw the deceased 
3 ‘ 
5 olive on_____LL3/ Se Gn and that death occurred at 42" M, fram the causes and an the date stated above. 
me * ADORESS (Street, city or town, sto! DATE SIGNED 
a 
5 PHYSICIAN'S R 
g / NAME (Type)_/77 fro BER TSON es Se Fee ee a 
a te pe" pec 
aie BORIAL| 2/3/55 |AINGANORE WNL F Lbabal= Lib 
- 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS D } 24a. REC'D BY REGISTRAR] 24b. REGISTRAR'S SIGNATURE 


wie yb LALABRTZLE Ry Sous NEW Was |i 4 98 \Yirheduen 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 V0518 
524 — CERTIFICATE OF DEATH 


om 


2 Rag. Dist. No. 
ss 

3 5 1, PLACE OF DEATH - eee pla (Where deceosed lived. If institution: Residence before admission} 

2 b, COUNTY 
52 Carroll MARYLAND Ma. Carroll 
° '° b. CITY OR TOWN {IF outside corporote limits, write | ¢. LENGTH OF STAY IN th ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 

5 a RURAL ond give nearest town} 

&2 Finksburg 

2 & d. NAME OF HOSPITAL (If not in hospital, give street address) yd. STREET ADDRESS e. IS RESIDENCE 
tnd OR INSTITUTION ON A FARM? 
aa Pullen Nursing Home __Westminster Road pes) NOL 
£6 3. NAME OF First Middle tost 4. DATE Month Day Yeor 
te (ype or rin Emmett _—- Bingham —_ Prugh Sam Jan.31,1958 1 

oe 5. SEX 6. COLOR OR RACE |7. maRRIEO PO NEVER MARRIED [-] | 8. Be OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
2 5 Dec 14, 1882 last birthday) Heo Min. 
= Male White  |wooweD DivoRCED [] © 75 yrs. 

€ Wo. USUAL OCCUPATION (one kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stole or foreign country) t2. CITIZEN OF WHAT COUNTRY? 
§ during most of working life, even if retired} 

2 Carpenter Maryland U.S. 

= 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

8 Upton Prugh Mary Jane Bingham 

rd 

x 


ie WAS oe IN U.S. OT) FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
hy apse gare aata'eh sarin 
ae rs.Francis Crawford,Westminster,Md. 


18, cane OF DEATH [Enter only one couse per fine foro), (B). ond INTERVAL BETWEEN 
PART |, DEATH WaS CAUSED BY, ray ot Eee 
, IMMEDIATE CAUSE io Warts, = 2-42 
7 DUETO vi 


Conditions, if any, which " ACL ats Lae Bite 
gove rise to immediote 


couse (a), stoting the under. ¢ DUE oy eee 
lying cause lost. (9 ormnmnatelgaaior re 7. 
Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELAKD TO THE TERMINAL DISEASE hee GIVEN IN PART Yo)/19. WAS AUTOPSY 


a5 RFORMED? 
5 EL, te a, (A Lee Ka veo) No fq 


Agi-t to 
20a. ACCIDENT WAS UNDERLYING C1 [20b. DESCRIBE HOW ey OccYRReD. (Enter mantel ft injury in Toit for Pon of iter 18.) 
OR CONTRIBUTING JBI CAUSE OF DEATH pyr 
(IF EITHER, NOTIFY MEDICAL EXAMINERY [QAL@7--, 
20c. TIME OF INJURY Month, Day. Year | 20d. INJURY OCGURRED 3 COE Syst tere form ( 1 20F. (City or town} {County} (Stote) 
Hour semper While Not whil ee office bida.. ela tewtins ye 
fan) WSHlot work fh) of work “C] WaLinet pe ee i f2 Caand Cat : Seed. 


21. | certify that | attended the deceased from_. £27 ec. Por Bat! 1952_, toate 3 / 19s er that f last saw the deceased 
alive on_._Qeratte 2A, ee, and that death accurred at $<<,A._M, fram the causes and an the date stated obave. 


5) ADDRESS (Street, city or town, stote) DATE SIGNED 
2 a a 6 Ketaaatacd ped. 


NAME tyes) 0. SI nates It 


20. BURIAL, ieee ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, ar county) {Stote) 
REMOVAL ( (Speci 
Feb e Cemete Sesber. Carro ounty Md 


e 23. FUNERAL DIRECTOR’ 'S SIGNATURE rer te 2a. a Posey |? dite: aR" = ees 
¥S AIS a) J.F.Eline & Sons,Reisterstown,Md. DATE ; 


Then please remove carbon papers. 


MEDICAL CERTIFICATION: 


L DIRECTOR: After this certificate has been signed by the attending ph: 


jauld be detached far use as the burial-transit permit. 
gistrar prior ta burial, crematian, or remaval, and in any event within 72 hours after death. 


* 


‘© FU 
pog 
the r 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 
may be retained by the haspital ar attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
525 CERTIFICATE OF DEATH 00519 


Reg. Dist. Ne. 


= 


~ ce 
2 2F 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If initution: Residence belore edmi 

o a. °. b. COUNTY 
© § 2 a Carroll MARYLAND Maryland 
Sort 3 { il b. CITY OR TOWN (If outtide corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, wrile RURAL and give nearest town) j 
g 8 RURAL ond give neorest lown) ‘ v 
vemos ykesville yx Q die Baltimore 2h, Maryland y ; 
Bee 15 4. NAME OF HOSPITAL (IF not in hospital. give street address) d. STREET ADDRESS 13 RESIDENCE 
5 £4 
tae pringfield State Hospits QO Leigh Q ves (NOB 

e == 

2 £6 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
& € (ype or prin Agnes Wilhelmia _ Rader om January 2119 58 
= ae 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE oa IE UNDER 24 HRS 
is Rrindoy) Min. 
ee Female White _|wioowenpg —oworcto] | Jans hh, 1878 Bor 
= — 100. USUAL OCCUPATION (! ind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
z 8 during most of working life, even if retired) 
3 2 Housewife Home Germany UpSehe 
2 = 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© °° 
3 3 William Felters Unknown 
= 3 15. WAS DECEASEDEVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
se {¥e1, ne. oF unknown) DE yes, give wor or dates of vervice) 
£ 2 No None Springfield Hospital Records 
3 2 18. CAUSE OF DEATH [Enter only one coure per line for (0), (b), and (c)-} INTERVAL SETWEEN 
fe f= PART |. DEATH WAS CAUSED BY: ae 
2 8 IMMEDIATE Cause (o)_Bronchopneumonia Days 
= 2 an ai DUE TO 
g > 
2 F F s 
a ee Bet icy w__Cardio-vascular-renal disease Years 
s Mf gove rite to immediate 
35 cause (a), stoting the under. ( DUE TO 
Secs lying cause last. @ 
2&2 ping cousertasts. 
2 3 a cass Ul. OTHER eaten Pome CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) | 19. Mercato 
oes a ee wet reulatory disturbance, with cerebral arteriosclerosis vest] Nom 

= = - CS SELOR 
eee = | 200. ACCIDENT WAS UNDERLYING. RIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Hl of item 1B.) 
252 E JOR CONTRIBUTING L) CAUSE OF DEATH Lop, 
a & [UF EITHER, NOTIFY MEDICAL EXAMINER) *f-F / 
5 
g & ]20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
> a Hour o. m. While Not while. foctory. street, office bldg., etc.) | 
z 2 pm. 19 at work [J ot work [J ' 
© . 
iz 21. I certify that | attended the deceased from.__ Ang, 28. ee 19.56., to-go Jane.21._., 1958 that | last saw the deceased 
a 
z alive on___ Jam, 20 eS. Bowe ‘ 12.58 ___, and that death accurred at_32QQAM, fram the causes and an the date stated abave. 
a 7 
FE 7 ADDRESS (Street, city or town, stole) DATE SIGNED 
< ACTUAL eSy 1 4 of, WOO SALE Vel) Sik YM 
4 | [Nut Le Atte hfe keg eld Wess 
° t 
2 PHYSICIAN'S A D7) Wy = —— 4 ” 
s Name te Ca aD OLPL MELD] = Mr ine 0 oS) re 
a ‘Wa. BURIAL, CREMATION, | 92b. DATE THEREOF ‘Zc. NAME GF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote} 
Qo REMOVAL (Specify) fp 
Q 7 () 9 “ iA of C (Ap p-~ 
° Abt BK OW EW a ad exeiee* Li #- Reele? Lh com nng® — 
i 23. FUNERAL DIRECTOR’ 4 TURE ‘ADDRESS. 2ho. RE¢'D BY REGISTRAR | 24b. REGJSTRAR'S SIGNATURE 

2, i) 3 
Vs A1S (4 4 iy ’ 0A ¢ 
eee! #) BQG0 b35 eho cerg Serf oxgAN2. 7°98 MUR eden 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH neg. ow. 10020) 


od 


5S. SEX 6 me ‘OR RACE |7. MarRieD P}-Never MARRIED [] | 8. DATE OF BIRTH 9% ferences) 
Jost birthdoy! 
MALE wipowed [) pivorceo Q) OCT 2 $, WA44 Whee yrs. 


100. USUAL OCCUPATION (Give LL of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE (Stote or foreign tof 12. CITIZEN OF WHAT COUNTRY? 


" ss we 
= 3 ay, 1, PLACE oo 2 ore RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
o 0 o b. COUNTY 
ees CAR KDE L MAREN LZ CARP OL L 

ge 
£ 6 my b. CITY OR TOWN (If outside corporote limits, write LENGTH OF STAY IN Ib c. CITY OR coat (If outside corpréte limits, write RURAL ond give neorest town) 

S 9 
8 $2 yy ‘ond give neorest town} = SE: ARS 
* §2 MLM S TER. LEZ Le 
Ss 
2 = 2 d. Mane of Rashrat (If not in hospital, give street oddress} d. ons ADDRESS ie, EAS 
5 £45 
2 5S CObRT PL/ICE- CS LY AOE. ves (] No 
g fy —— 
2 £5 3. NAME OF Fint Middle Lost 4. DATE Month Day Yeor 
x ; 4 

? > 

& » teem L/L EPeD PNM LLM RPL L cath SANVARY fe W0S3 
= 2 IF UNDER 1 YEAR] IF UNDER 24 HRS. 
5 
~~. 
& 
g es luring most of working life, even if retired) c= 
5 3 ENGINE REDDER CL MA ,O@ 
Zz & I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME a 
2 ~/ ID Cae 2 
8 . =) Wha AL 7, A LER Ce $772 E lr a, 


4 WAS DECEASEDEV! re U.S. begapee sept 16. SOCIAL SECURITY NO. |17. INFORMANT Address A 
reac oe Ose UAE ie, 
+ ' ia iy 

2/2 0S -b60¢ M25. JWVARY LROLG PAMING A Aieli 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: CONSE A 
fr: IMMEDIATE CAUSE (o} 


7 4“ ac DUE TO 
Conditions, if ony, which o 
gove rise to immediote 

cotse (0), stoting the under- ( DUETO 
lying couse fost. «) 


Part fl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
Yes(J] no 
300, ACCIDENT WAS UNDERLYING cm 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
‘OR CONTRIBUTING L] CAUSE OF DE 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 
}20c. TIME OF INJURY Month, ve Yeor |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
Hoaimoniat While. __ Not sil foctory, street, office bldg. etc.) 
p.m. lot work [] ot work i 


21. | certify that | ottended the deceased from. AN, LL... ILS, to_. MAN LL .. 19S that | last saw the deceased 


MAN, Le. WEB, 


Then please remave carbon papers. 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death cert 
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After this certificate has been signed by the attending physician ond completely 


auld be detached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hau 


may be retained by the haspital ar attending physician. 


y alive on , ond that deoth occurred at £ YS EM, from the couses ond on the dote stoted obove. 
6 ¥ E ADDRESS (Sireet, cily or town, stote) DATE SIGNED 
gas) | [Bet uo, Ciblec lt S fy LIES ZS, Mal lef 
a a — : 7 
Pas Ro Le EL ~ WELLIWER HIE TPIMNSTCA. Dadi 
s RIER 2d. LOCATION (City, ton, or cougty) (Stote) 
2¢ oma Ys 
pe Pl “LLG ga LY, 
e 24a. REGO BY REGISTRAR” | 2b. REGISTRAR'S SIGNATURE 

$4) aN f 


ey sea 


pate YAN 2 1 '58 rec. 


_———— 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
526 CERTIFICATE OF DEATH 


wi 


0521 


oa Reg. Dist. No. 

35 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. It institution: Residence before odmission} 

Fe a ercoUNly Carroll. marytano || > > Maryland © COUNT’ (Gaxviag tl: 

. . 7 b. CITY OR TOWN (If ovtide corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

s 3( M RURAL ond give nearest town) | * * 

52\ yesville Tmo, 5dy , Sykesville (rural) near Gist 

22 4. NAME OF HOSPITAL (IF not in howpiel. give street oddest) 78. STREET ADDRESS Is RESIDENCE 

3S SPringfield State Hospital Route 3, Box 234 ves (] N 

£6 3. NAME OF First Middle tost 4. DATE Month Day Yeor 
hice Lottie Geneva Randel Shan January 


t 


2d. LOCATION (C 


, town, oF county) (Stote) 


Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 
REMOVAL (Specify) e 
B a ~25-1958 Baltimore, Maryland 


123. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS . 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S: a 


“ 
° 
oO 
S 
& 
< 
3 
8 
7 
3 
3 
- 
5 
oO 
x 
a 
c 
Ehase 3. SEX 6, COLOR OR RACE |7. MARRIED L] NEVER MARRIED [1] | 8. DATE OF BIRTH 9 AGE (In yoor 
yh 
BS é F W wivoweo £] owvorceo ty |December 11, 1883 a 
2 e ia . We. USUAL OCCUPATION (Give kind of work done| 1b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 « 1 
2 oot during most of working life, even if retired] 
g 8aR. roring y Maryland USA 
Sc er Housewife Home larylan 
2 5 Be 19, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
; 7 - 
3 . . \ 
o §8 I Joshua Barnes Georgeanna -- 
B Be: g 
= $63 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
¢ 4 e £ (Yes, one unknown} {If yes, give wor oF doten of service) A _ “6 
ses te) = - Springfield Hospital records 
se 
3 ie 3 - 1B. CAUSE OF DEATH [Enter only one coute per line for (0). (b), ond (€).]} QNTERVAL BETWEEN! 
ov Paz PART !. DEATH WAS CAUSED BY: io- i ici 
2s: Havascausseer,, Cardio-respiratory insufficiency hours 
= ee “Lf. DUE TO 
= Bz» Condioisase at oaginyitn y Pneumonia day 
$2 Eo Gove rise to immediote 
= Sat couse (o}, stoting the under- DUE TO 
s § = ie lying couse lost. ©) 
3 ae ¢. 5 eS 3 Cc Paar Il. age seed wach weting CONTRIBUTING TO DEATH ae RELATED TO THE TERMINAL DISEASE CONDITION. N IN PART I (0) | 19. pets Bole 
SROs ole BY associa ed Wi culatory,disturbance, with cereb e - 
visas 3 sclerosis, with psychotse reaction E aig gd ves) NOK) 
£ fe ¥ 
a 2 2 3 s = On COMMERCE ROE oe DoT 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
z Bees & | (le EITHER, NOTIFY MEDICAL EXAMINER) 
Vsezes & [2c TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY tHome, form, | 20F. (City or town) (County) (Stote) 
= BU 8s 8 Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
Es2°§ ¢ p.m. 1 lot work [J ot work [J ‘ 
ZL BS fe) 
233 =e 2). | certify thot | attended the deceqsed fi Lhe by 1% Dy Gianna 19.22. that | last saw the deceased 
a eo, e 4 
2 a $5 alive on_______. Sree. gyli2 = ELE AOA yy, from the causes and on the date stated abave. 
= O35 ADDRESS (Street. city or town, stole) DATE SIGNED 
iets ‘Made begpat Sghastelle lide 22058 
seeze Hiituk vf CAME iepcta’ Sghasteld Mls 22/58 
az . 5 t 2, 
z BS PHYSICIAN'S (7 f yim g/ 7/7 e a a oD 2 wy) 
Z2228 NAME (tyes) of AEA FE & Ge Yilid  dfrrcdesfeel, “Pee. kahit tel $ thE MA aa 
3 
4 . 
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"sae WORTH ARMACOST 4600 Liberty Heightslomean2 4 ‘53 (pps. 


A nvaund 


Page 


ned for your files. 
ote Baard of Health, 


1, and in any event within 72:haurs after death. 


File poges 1 and 2 ". @: 


"s Office alang with form PM3. Page 5 moy 


jiner’ 


ar its designated egent, prior to burial, cremation, ar removal’ 
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pending™ in pencil ia Item 18. Give Poges 1, 2, ond 3 ta the funerol director. 


the certificate, writing the word ™ 
be forworded to the Chief Medical Exam 
AL DIRECTOR: Page 3 shauid be used as a buriol-transit permit. 


TO DEPUTY MEDICAL EXAMINER: This cer! 


VS. AISME 
5M 2/57 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 00522 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inslilution: Residence before admission} 


“ts Se AR Ro LL Slimane LAND b. COUNTY CARRE Lg 


b. el OR TOWN [if cutide corporate fimitt, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote Fimits, write RURAL ond give neorest lown) 
end give nearest town} 


RURAL TANVEYTOWN | YEARS L_TAWEYToWW x 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street oddress) d. STREET ADDRESS. 


@. 1S RESIDENCE 
ON A FARM? 


Yes NO B. 


3. NAME OF First Middle Lost 4, DATE ~ Month Doy Yeor 
timerrin RICHARD  ISALAH REIFSVIDER [a TAV HW SF 


5. SEX COLOR OR RACE lf MARRIED [A] NEVER MARRIED [J| 8. DATE OF aIRTH 9. AGE itm yeon  |IFUNDER 1YEAR| IF UNDER 24 | 


6 
mM W widoweD [] awelceonl TeNE 4 ¥ oe Months} Dey: | Hours | Min. 


Wo, USUAL OCCUPATION {Give kind of work done! 10b. KIND OF BUSINESS OR ets BIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WIHAT COUNTRY? 


wn ERNER | TenevT | MARYLAND USP 


13, FATHER'S NAME pe 14, MOTHER'S MAIDEN NAME 

Is/@H RKFEIFSNIDEK LiQE RNEABRI. 
15. WAS DECEASED EVER IN U: 5. ARMED FORCES? la SOCIAL SECURITY NO. [17. INFORMANT Address a « 

jon 0, oF vnknowe} yer. give wor or dates of service = 
vont M9 AZ DLTABETTY KELFSWIDER TAN EYTOWW __/YP 
18. CAUSE OF DEATH [Enter only one coute per line for (0), (b), ond (c).] > ~ ry iNtEaval atte 
9 NMS SRn Cpe Bons Money pe ison im & 
fJ9,° DUE TO 


Conditions, if ony, which (o) 
gove rise to immediote couse ; | 


(0), stoting the undertying( CUE TO 
couse lost. a aay fo) 


PERFORMED? 


yes) NO$d 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|T?. WAS AUTOPSY 


‘200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port II of item 18.) 

PRIMARY CJ or CONTRIBUTING [) 

CAUSE OF DEATH. 

0c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, ay T20H. (City or town) {Counly) (st 
Hour 6, m. 


o| whi Not whil factory. siree], office bidg., etc. a 
pm J fil WASPlot work [J ot work fF, Aw H rererrsy lec Q 
21. Vcertify thot look charge of the remoins desribed above, held an Autopsy [[], Inspectian YZ], Inquiry tw and in my 


opinion i from: Noturol causes [], Accident ([], Suicide JY, Hamicide [[], Undetermined manner fe) 


ACTUAL % 4) Shere) DATE SIGNED 
SIGNATUt 3 g ‘ Mp, CHIEF MEDICAL EXAMINER Oo 


ASSISTANT MEDICAL EXAMINER [1] / / / fs & 


MEDICAL CERTIFICATION: 


DEPUTY MEDICAL EXAMINE] 


720. BURIAL, CREMATION, | 22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY ~ —_—| 22d. LOCATION (City, town, or county) (Stole) 


BeRiat” | ules | pepe RAED Lo 3 OE 


23, FUNERAL DIRECJOR'S SIGNATURI 4 ADDRI ‘ 2éo. REC'D BY REGISTRAR 2 wey SIGNATURE 
Nk y Nadgdusy ecve, hiceas fiddle, Md. pare YAN 1 5 ‘58 Got RAL 
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1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 { } 0 5 
528 CERTIFICATE OF DEATH EE 


Reg. Dist. No. 4—7"7 


st 
5 3 % pines se coast a 11 eh ay RESIDENCE (Where deceased lived. If institution: Residence befare admitsian) 
z% a peck arro, marytano || °° Maryland a has v 
Ss ines ~~ b. aie onreen {If autside corporate limits, write | c. LENGTH OF STAY IN Ib . CITY OR TOWN {IF outside carporate limits, write RURAL and give nearest! town) 
3 \ ‘AL and give near 3 , , 
ce & \ Sykesville Baltimore City 12 Bol: 
ow , a NAHE OF HOgrTAL (lf not in hospitol, give street oddress) d. STREET ADDRESS. ure ah Pig ty 
ao 1 Springfield State Hospital 1501 Pentridge Road ves C] NO 
ce 
£6 3. NAME OF a Fics =. Middle low 4. DATE x Month Doy Year 
© {Type or print nnie Elizabeth Renshaw bran enue | 19 
Ps 6 COLOR OR RACE [7. MARRIED (J NEVER MARRIED [-} | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 
= last birthday) Min, 
wipowen K] —owvorceoQ] | November 11, 1873 “a | 


Wa, USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY 12, CITIZEN OF WHAT COUNTRY? 


11. BIRTHPLACE (State or foreign country) 
during most of warking life, even if retired) 


Housewife Home Pennsylvania USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

John Henry (Elizabetly Osborne, mma 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Tes, no, oF unknown} UE yes, give wor or dates of service} 

No - [ pete Springfield Hospital records 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), and (c}-} INTERVAL BETWEEN 


PART I. DEATH MEDIATE Cause o,___ARteriosclerotic heart disease 


Gao DUE TO 


Then please remave carbon popers. 


L DIRECTOR: After this certificate has been signed by the attending physician and campletel: 


pag 


Bs Gadi se LLItd bed ania 


4 JOR A B 
‘23. FUNERAL DIRECTOR'S Sault ADORE! gs ai 240. REC’D BY =r 2b. REGISTRAR'S SIGNA ee 
va aisa Leonard Y. Ruck 5305 Hargond Road #1 one “2-9 Peers 
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ss 
‘c 
© 
3 
ees if any, which i 
Es gave rise to immediote 
gc I couse {0}, stoting the under. ( DUE TO 
sis a2 lying couse last. te) 
a) 5 “fl + iz Paar, lt. eat SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATE! fee TERMINA| DISEASE CONDITION Re 4 PART 1{a}]19, we AUTOPSY 
322% + |2|Chronic in eynurone agcoctated wt nh circu oe aqisturoance, wi ee 
ages $ sbra erosis with ns: No 1 
eieocee = | 200. Cena WAS. UNDERLYING ra ‘20b. DESCRIBE HOW INJURY OUCURRED. {Enter nature of ae in Port | ar Port fl of item 18.) 
§ 3 & | OR CONTRIBUTING LI] CAUSE OF DEATH 
§ £ ° © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
: = 
b585 & [20. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City ar town) (County) {State 
BY 8s a Hour a.m. While Not while factary, street, office bldg., etc.) ! 
sive = p.m. 19 Jot work ([] ot work i 
5 aD 1b 
BES 21. | certify that t attended the deceased from September 20,1921, ta. AQubArG T 198K that | lost saw the deceased 
° 3 g alive on_ qr" 250 ee as WS... and that death occurred at 11. 5D. rye from the causes and an the date stated abave. 
= ay ADDRESS (Street, city or town, stote) * DATE SIGNED 
a A 
4 S o , (6, , , 
zeae / Ly tld. Lo Shtg thle 
c Zz 
£ar Z — 
243 PHYsiciaN's Ahn fis) 
sae 2 NAME (Type) rp &d, D SCNNENELL LLY/ (inp ee AES fe eee. 
=: ‘Zio. BURIAL, CREMATION, ‘Wb. DATE ad Zc. NAME OF CEMETERY OR Sa CAE, 22d. LOCATION {City. town, ar county) {Stote) 
aero S REMOVAL (Specify) 
E = 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death. Page & 


TO FI 


1 Z MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
EMMEPICAL EXAMINER'S CERTIFICATE OF DEATH U0524 


FOR STATE Reg. Dist. No. 
iD a 
HEALTH DEPT. | PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
ee °. 0. STATE N%4 b. COUNTY 
$237 Od manquanp Ip: CARROL _ 
a Ee b. CITY OR TOWN 1 oui copoly, write RURAL ©. LENGTH OF STAY IN Tb |]. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
eect ond give neared tox x3 J 
bees WAe WesrruysteR Zoro. (Tyga. WESTriAsTeR x © 
$ 4 a d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
gue 4 OD ON A FARM? 
=BRe, | fy.D: 4 fei 2p. 2 pa ves []_NO O26 
Ss5o8 3. NBN First Midd lost 4. DATE Month 23 Yeor 1 
ee @ : : 
=: (Type or print) Brian [ My K. : i; 101 A _OEATH 9S “SF 
Bo Ee o> - 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEV Reieo (41 8. DATE OF BIRTH eee LEA IF UNDER 24 HRS. 
ei pe Me | Dom 
oes M™ Wa wivoweo —_oworceo. OO J YE 195 bs “i Usain 
epee 10a; USUAL OCCUPATION {Give hind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stole ot foreign country) a OF WHAT COUNTRY? 
gS ger during most of working lite, even if retired) 
bees PA. eS yas 4 
eno 3s 13. FATHER'S NAME 14. MOTHER'S oy) NAME 
2 oe BF t 
oe 
gst ke DoveszasjMre Harr s Anwalie (Te hinwexr 
Egses 15. WAS DECEASED EVER INU. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Addren — fP = 4 
xG2e p (font, Bratt) | [i ya, gi wor oF dates of sorstn) p 4, 
rs . 
cee = = IDOvés AS J. M; CHARS We stetinist ESP | IP. 
528 H = 18. CAUSE OF DEATH [Enter only one cove per line far (0), (b), ond ().] prea eran? 
esas PART 1. DEATH WAS CAUSED BY. 7% ‘eh 
Peele pe IMMEDIATE CAUSE (0) MEILM Di R pe mel) Wa a, 
SIRES YUIGSXK A 
2285 J Yom DUE TO 
Se6s § Conditions, if any, which {b) 
Se-2° 909 rise to immediate couse = = = = 
Pe sB5 {a}, stoting the underlyingy PUE TO 
ae = be couse lost, main: + ( af 
Zits baaateeees 
se 240. ie 8 PART Hl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a}}19. Was AUTORSY 
soup ? 
3 5% 2 5 yes[] NO 
Bases fA - 
tige 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Ent fing in Post | of Part Hl of it , 
F es es Bud Bs Seta a | (Enter noture of injury in Post | or Port H of item 18.) 
s3o35 a - = wre = 
Ea 22° % [20c. TIME OF INJURY Month, Day. Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20t. (City or town) (County) (State) 
etune Fa Hour 9, m. While Nortwhlle foctory, street, office bldg., etc.) 
ZlLod =z p.m. 19 at work {7} of work [7] H 
= = OL Es . +. . > + 
= oct 21. L certify that | took charge of the remains described above, held on Autopsy [], Inspection wR Inquiry &q, 9 and in my 
s 35 opinion de esulted from: ate coures [Rh Accident [], Suicide [[], Homicide [], Undetermined manner (] 
Z PbS TE SIGHED 
Series ACTUAL tap, CHIEF MEDICAL EXAMINER [J] ee 
wo -aoo — nae .f 0. 
2 ate 2 ASSISTANT MEDICAL EXAMINER [7] A, 3 oS 
peerage “tole ah 
iS Hi N pend AE NE Ss T f [ARS ft __DEPUTY MEDICAL ——- sot 
$ He. BUSA NE DATE] side es NAME OF CEMETERY OR CREMATORY ad. LOCATION ae town, or HF, (Stote) 
atee pecify 
o**9 Ber, (-DEAISS TEA Dow RANCH LE 1a WEST. ira pe 
AR FUNERAL Din CTAR 'SAGNATURF Yo. ae BY REGISTRAR Lvs wae RARS EL! RE 
VS. AISME ~ q) HM Ap y; F 
sus (DAU AL hat ct. Ldeninetin Mg : oaTeJAN 2 7 ‘58 } f 
a i yi i 7 
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INSTRUCTIONS 


ING PHYSICIAN OR HOSPITAL: The law requires thal the death certificate be 


fom copy may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with the registrar wi 


TO 


The 


RACE, 


wd 


WIDOWED, DIVORCED, 
Speci ne Mae d/ 


Phos 


2.2 * 
£e MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
SS 
cS Ror 
<> % G 0 9) 2 oe 
rm 530 CERTIFICATE OF DEATH 
dy Reg. Dist. No. 
$= |", PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 
‘so 
at COUNTY 2 “4 ,# MARYLAND sun / Va fe COUNTY re he VA 
5 oF (If ovtsida corporete fimits, write RURAL LENGTH OF STAY CITY (If outside corgorate timits, write RURAL and give nearest town) 
2 run and give WP SPE tow! PEA D {in this pjage) Oa VFB ey e +E 
Yea gps / Pp 
RS : Hosta an r e =< 7 Sie a is ave Tecefon) 
£ STREET ADDRESS Bro - ce Kd : Litod 4 ec kes of. 
aa 
7 \3- Pay OF (First) (Middle) {Lest} 4 Bare (Month) (Day) Ore 2 
I |} Greccrrin é j G2 7 hee Fy i. VF Lzobcf, im ub y DEATH, Aryug Uae) 
7 S. SEX 6. LOR AOR 7. SINGLE, MARRIED, 8. DATE OF BIRTH 9. AGE lest ae IF UNDER 1 Peter ae if UNDER 24 HRS, 


Hours | Min, 


Pb 


ey Be oF BUSINESS 


10s, USUAL OCCUPATION (Give kind of work 
i ISTRY 


done during .most of working life 
retired) 


13. FATHE! 


NAME 


se Lester 


Months ee ak Days 
[wee (Stata or foreign country) 


é WOT PAOEN NAME _| 


12. CITIZEN OF WHAT 
Ou! ? 


¢ 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 
(Yas, nogor unk.) (if Yes, glve wer or detes of service) g 
7A De i 


B DISEASES OR CONDITIONS DIRECTLY LEADING TO 


WAMEDIATE CAUSE 


MEDICAL CRATIFICATION 


eae, ON i, UT 


ao inoue & ADDRESS 


[vA y Daal fi / (4 v FAD k 
INTERVAL BETWEEN. 
ONSET AND DEATH 


Bye Be as 


ANTECEDENT CAUSE(S) 
DISEASES OR CONDITIONS, IF ANY, 


é: 2 hit pte CA aT Pe 


g physician and completely filled in by the funeral director, 


for use as a burial transit perm 


GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE _LAST. hai To 
‘Z es eG) 


TX OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH.. 


19a. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 
—_— 5 


20, AUTOPSY? 


21a. ACCIDENT WAS UNDERLYING={3. 
OR CONTRIBUTING--€ AUSE OF DEATH 
(lf EITHER, NOTIFY MEDICAL EXAMINER) 


2b. PLACE (Home, form, fectory, 
OF INJURY street, office bidg., etc.) -—~ 


yes [] NO 
Zic. WHERE DID INJURY OCCUR? (City or town) (County) (Stata) 
ad — 


2id, TIME OF INJURY (Month) (Dey) 


22. 1h 
wif end 
8 


(Yeor) (Hour) 
M 


aks BURY OCCURRED 


Not while 
wok 


et work 


—_— 


DATE hae 
i 


certificate has been executed by the aftendin 
death certificate assembly should be detached 


NAME OE Tia 
Ng RE 


21. HOW DID INJURY OCCUR? 


« that } last saw the deceased 


ae baie the causes and on the date stated above. 


ADDRESS ee et, Dew town, a Fy. ng si 
— 


TE 


oa Wd town, or = 


us AWS ott y 


YS AISC 1-55 10M 


-/ REC'D BY REGISTRAR 


JAN 3 1 '58 (i 


ATE, eee 


¥ A AVI 


8S6I TE Ny. 


| 2 
OD, rant 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ra 
531 CERTIFICATE OF DEATH U0526 


Reg. Dist. Ne. 


y 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. nas > aor 
) C.B.S. with convulsive disorder. ‘ee cK NOC 


20a. ACCIDENT WAS UNDERLYING 01 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il af item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) {County) (State) 
Hour 0. m. Mihi. a. Racranals factory, street, office bldg., etc.) ! 
pom. 19 [ot work (] ot work (J ‘ 


MEDICAL CERTIFICATION 


‘AL DIRECTOR: After this certificate hos been signed by the attending physicion and complet 


Shauld be detached far use as the burial-transit permit. 


the registrar prior to burial, crematian, or remaval, and in any event within 72 Md 


PHYSICIAN'S 


NAME (Type)_ Wal ther Perens MD. Sykesville, Maryland, 


may be retained by the hospitol ar attending physician. 


~ ce , 
S 3 5 ya 7 ae 2. Ceeta cla cola (Where deceased lived. If inslitulion: Residence befare admission) 
o 8 °. °. b, COUNTY 
rae Carroll beagles Maryland Baltimore 
£ Se b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib «¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest! town) / 
g so URAL and give neores! lawn) Pe og Fe | 
= 52 kesville 9 days Baltimore 6 OSDX- 
2 1S = ‘ d. NAME OF HOSPITAL (If not in hospital. give street oddress) d. STREET ADDRESS. @. 1§ RESIDENCE 
oS = Tai & INSTITUTION ON A FARM? 
ges A pringfield State Hospital 591 Meadow Road ves () No [ie 
2 £6 3. NAME OF Firsl Middle Lost 4. DATE Month Day Yeor 
= Ve DECEASED OF rt 
8 » (Type ar print) George John _ SCHREIBER DEATH January 6, 1958 
= 5. SEX 6, COLOR OR RACE 17. maRRIED [] NEVER MARRIED [X] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] 
= lag? pirthdoy) 
idee a Male White wiooweo ft] oworceo || «= 8/25/13 age 
3 ge 100. USUAL OCCUPATION, fel kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a g = Hepes 3H po Sy er if retired) 
. 8 ospita - Maryland U.S.A. 
is 3 é 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
: 8 Christian Schreiber Agnes Chapman 
isd 8 N, WAS el aa U.S. pene roe 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= Rane 1" Wipeahber lero Gir oY ve 
8 pt Yo ioe 216-18-9580| Springfield Hospital Records 
3 g 18. CAUSE OF DEATH [Enter only ane couse per line for (a), (b), ond (c).] ARERR EEN 
7° a ; 
2 TART DEAT MEDIATE CAUSE fo} of the livers lyre 
3 = Se Giga b DUE TO 
z Conditions, if any, which Chronic alcoholists Years 
3 gave rise to immediote 
eS couse (a), stating the under: ( DUE TO 
g lying cause lost. ¢ 
z 
2 
° 
= 
z 
S. 
o 
= 
4 
= 
o 
Zz 
o 
Zz 
é 
= 
< 
L4 
° 
2 
< 
= 
Fa Ra. Bay: SEEN) 72%, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, ar county) {Stote) 
zee are” Jan. 9.1958 a Layn Cemetery Baltimore Co. Md. 
3 4 f 23. FUNERAL DIRECTOR'S SIGNATURE 2do. REC*D BY REGEAR e+ EG Beye IG ATURE 

vasa HENRY SANDER & SONS. INC. "Baltimore MA. | JAN 8 si 

15M 


in by the funeral director, 
‘and 2 should be filed with 


© 
Ks 


Po 


ig physician and completely 


jires that the deoth certificate be executed within 24 haurs offer death: Page 4 
Then please remove carban papers. 
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ing Pp 
tificate has been signed by the attendin: 


After this cer 


y the haspital or attendi 


auld be detached for use as the buri 


L DIRECTOR: 


may be retained b; 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ’ 
page’ 


TO FU 


VS ANS (4) 
15M 10/57 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Uv 5 “3 7 
532 CERTIFICATE OF DEATH jes Dim. mies 


A Be ms bei 3 ‘get ee eceosed lived. IF institution: sidence before admission) 
o fo o. SI b. COUNTY 
MARYLAND 
(ae ZA Vetaee. 
of gi 


¢, LENGTH OF STAY IN 1h |] y ITY OR jie a (if ouhide corporote limits, write RURAL ond give neotest own) 


: 
~ “th ped Lin UZZZO 
<d. NAME OF HOSPITAL {IF not in hospital, give street LZ é. tel ‘ADDRE @. 1S RESIDENCE 
OR INSTITUTION. f ON_A FARM? 
: ya veA] NOD 
3. NAME OF Fint Middle 4. DATE Month Bey Yeor 
{Type oF print) 4 Shela @ Dear Aww, 23 196F, SB 
3. SEX ©. COLOR OR Race 17. MARRIED DRT NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGEUMA years [IF UNDER 1 YEAR|IF UNDER 24 HRS. _ 
WA 4 lost bitthdoy) [Months] Days | Hours Min. 
Wh , Zz wivowep [] DivorceD [] Seis) /& SD ys. 
Ta. USUAL OCCUPATION (Give kind of wort done] 10b, KIND OF BUSINESS DR INDUSTRY 11. BIRTHPLACE (Stole oF foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during LS wot working life, every if retired) ZZ e 
) MALE AIELA LLP ZL. 2g 277 
3. FATHEY'S NAME? 7 
Ee 0) wh g 
ELE Ste Acted CLE 
yi S DECEASED EVER IN U. S. ARMED’ FORCES? [16. SOCIAL SECURITY NO. |17, INFORMANT _, Address 
ne. 


Wee | "220. [8 coll, Teo 


18. CAUSE OF DEATH [Enter only one couse per line for tc), {b), ond (c). 4 
PART I. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 


ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


433, / DUE TO 195° 


Conditions, if ony, which te gay 
gove rise to immediote pUE it /9 oF 


couse (0), stoting the under- 


i rT 
lying couse lost. Cetbeatl Merwrtody 


3 Paar Il. OTHER SIGNIFICANT ees CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)| 19. Wine TUTORS, 
3 ves] No] 
= [200. ACCIDENT WAS UNDERLYING C]__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port or Part tl of item 18.) 

f | OR CONTRIBUTING E] CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [2%c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (Cily or town) (County) (State) 
| Hour meine: While Not while foctory, street, office bldg., ete. 

Ss fat work [7] ot work 


alive wig? Av 4 Lie Ae, and that death occurred ot _% BOM. py, fram the causes and on the date stated above. 


ACTUAL 
a ee a ee 


mans Ao WAPO _£. LL: 


22a, BURIAL, Cael are aa 2b. DATE THEREOF Te, NAME, 


Live? | f~ 25-5! 


23. FUD eecontctOrs SIGNATURE / f 
Zeid Za il Ke 


wy 
21.1 contity, y' p= the deceased GS ns 19.5 | doers Gf mci ee 3 r tbat I last saw the deceased 


24a. REC’ SRN aS 


DATE 


—] 


in by the funeral director, 
ond 2 shauld be filed with 


6 


icion ond completely 


remove carbon popers. 
urs after death. 


a 


Then pl 


ending physician. 
AL DIRECTOR: After this certificote has been signed by the attending physi 


Rhould be detached for use as the burial-transit permit. 
the registrar prior ta burial, cremation, ar removal, and in any event withy 


y be retained by the hospitol ar a! 


HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 hours efter death: Poge 4 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH JUSZ8 


Reg. Dist. No. 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. II institutian: Residence before odmission) 
0. COUNTY (15 ng) matyinee | o. STATE Maryland b.counry Prederick 
&. cy eurous (lt Diese limits, write [¢. LENGTH OF STAY IN 1b «. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 
eykesvs Te 22 years 19 days Frederick a 3 
d. NAME OF HOSPITAL (If not in hospitel, give street oddress) d, STREET ADDRESS @. 1S RESIDENCE 
Bpringtield State Hospital | 517 N. Market Street eae 
= 
3. NAME OF First Middl tost (4. DATE Y 
Pera. Williom Louis Simmons |" Samy = a oe 
5. SEX 6. COLOR OR RACE |7. MARRIED [°} NEVER MARRIED [-] |B. DATE OF BIRTH 9, AGE (In years 1F UNDER 24 HRS 
a i al le 
do, USUAL OCCUPATION (Give kind of wark done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
“barber? * dice Maryland U.S.Ae 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Louis Simmons Mary E, Brengle 


. 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? (16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
Ces, no. oF untnewn} (WE yes, quee wor of dates of rervice! 
I no nkn Hospital Record 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond {ch} ONCE EAE Ente 


09> ‘DEATH MeSIATE Caps: io. _S@ptic emia due to inguinal & scrotal abscess weeks 
rT if 


Conical hanveonich w _Arteriosclerotic heart disease years 


gove rise to immediote 
cause (0), stating the under. ( DUE TO 


tying couse last. ah 


ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(0) |19. WAS AUTOPSY 
&| CNS syphilis,tabetic type, trabetes Mellitus a ¥ Rs meta 
v / ot) A. 
& | 20a. ACCIDENT WAS UNDERLYING (]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 —— oe 
& }20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20f. {City er town) (County) (Stote) 
3 eos ent While crn foctory. slreet, office bldg., etc.) | 
2 p.m. 19 Jot work [J of work [J H 
PHYSICIAN'S 
NAME (Type) dm Lusthaus _™, D, Syk 
‘Zc. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY ‘Wd. LOCATION (City, town, of caunty) (Stote) 
Bupyater” | 1-28-58 Mount Olivet Cemetery Frederick, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR | 245. REGISTRAR'S SIGNATURE 


M. Re Etchison & Son, Frederick, Maryland pate JAN2 8 '58 eye ae 


¥ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thatthe death certificate be executed within 24 haurs after death: Page 4 


\ 


and 2 should be filed with 


in by the funeral 


a 


Pe 


d completel 


sician an. 


Then please remove carbon papers. 


-transit permit. 


burial, cremotian. or remaval, and in ony event within 72 hours ofter death, 


AL DIRECTOR: After this certificate has been signed by the attending phy: 


hhautd be detached for use os the burial 
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pag 


the registror priar to 


TO F 


VS A1S (4) 
1SM 9/55 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 { ) 0 5 a } 
534 CERTIFICATE OF DEATH 


Reg. Dist. No. 
= 
F or aycaccae ee Uavnpeeetoence {Where deceased lived. If institution: Residence before admission) 
°. NT ~ : b. COUNTY 
X Carroll yee Maryland Montgome 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) Yv 
RURAL ond give neorest town) : 4 
Sykesville lnos days Gaithersburg dns ated 
d. NAME OF HOSPITAL (If not in haspitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
‘OR INSTITUTION . a 3 ON A FARM? 
Springfield State Hospital Rolling Acres ves (] NO 
3. Rees First Middle Lost 4 at Month Day Year 
avecsort) Grace Myrtle SMITH DEATH January 29, 19 58 


5. SEX & COLOR OR RACE |7. waRnieD Ly] NEVER MARRIEDIG] | ® DATE OF BIRTH 7 AGE fn oor [IE UNDER YEAR UNDER 70 
Female White  |wooweQ ovorceo(] | March 18, 1883 Yap ca Ra Daa le 

T0e. USUAL OCCUPATION (Give Kind of work done] 0b, KIND OF BUSINESS OF INDUSTRY 1. BIRTHPLACE (Sow or foreign county) Va, CITIZEN OF WHAT COUNTAYD 
“OPP fee Worker a Maryland UsS.Ae 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Lysander Smith Amanda Mullinix 
Ue was: cor ee IN U. S. ARMED. seigetd 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no, og unknown), {Il yes, give wor or dates of service) if _ 
No : ~ - Springfield Hospital Redords 
18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b). ond ()J REE ERIS RET EEN 
PART I. OFATH MEDIATE cause fo)__Septicemia due to decubitus ulcers Days 
L°) OURO 

Conditions, if ony, which Generalized arteriosclerosis Years 

gave rise to immediote 

cavee (a), stoting the under. ( OVE TO 

lying couse last. (c) 
Zz IL, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)| 19. WAS AUTOPSY 
2 C.B.S,associated wi @erebral a arteriosclerosis,with psychotic PEpLOeMEDy| 
g reaction 4 yes ( No Gt 
= 20a. ACCIDENT WAS_UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port t or Part Il of item 18.) 
& [OR CONTRIBUTING O CAUSE OF DEATH 
© [IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, oy, Yeor | 20d. INJURY OCCURRED ‘We. PLACE OF INJURY {Home, form, ; 20f. (City or town) (County) (State) 
8 Hour a. m. [While Neieiite foctory, street, affice bldg., etc.) | 
= pom jot work [] of work [[] 1 


21. | certify that | attended the deceased from SEDb. 25, _, 1957, to._Januery 29 1958 that | last saw the deceased 
8 


alive on_ January 29, __ 5 jana thot: death accurrediat 02 O@PUM, from the cdusesyand’on the dete stated obave. 
a ADDRESS (Street, city or town, stote) DATE SIGNED 
Seite CP 
pyysician's = Edmund Lusthaus, M.De 


NAME (Type) 


Za. PURIAY, creneron 22b, DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (State) 
MOVAL (Specify 
Buri g 4 oward Chapel Cen. Howard Co., Md. 
“V\ 


Ya 


+ ADDRESS. } ; ch 17 f]242- aes SECISTRAR “Gri. SIGNATURE 


CUUy rs 


ERAL DIRECTO! 


HY pate . TE RERL 4 


MARYLAND STATE ee re 2 igienaemalaaiaaeaia a 005 30 


5 35 Item CERI TIHICATE Ol OF DEATH a Dist. No. 


1, PLACE OF DEATH 2 Meta estaba! {Where deceased lived. If institutian: Residence before admission) 
b. COUNTY 
Carroll AES Maryland Balto,City 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give neorest tawn) 


Sykesville 6mosel9 days Baltimore 10 


d, NAME OF HOSPITAL (If not in hospital, treet odds TREET ADDRESS 7 5 . 1S RESIDENCE 
OR INSTITUTION ag tnt ean een ee) oe 4,701 N. Charles St. *ON.A FARM? 


pringfield State Hospital ¥200 Vaittey /2 BAY Yd //20 ves [] NOX] 
. First Middle lost 4. DATE Manth Year 
DECEASED 


OF 
estate Zerline Emilie STAUF DEATH January 16, 1958 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED PX) | 8. DATE OF BIRTH 9. AGE (sh IF UNDER 1 YEAR| IF UNDER 24 HRS. 
fost Y] Month: 
_| Female White wiboweo] —oworceo=] | November 27, 1863 Sa, eneieee ee sa 
\ 10a, USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during t of working life, even if retired) 
j eacher - Maryland U6. 


~~ 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Frederick Stauf Christine Gerhardt 


nee WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT Address 


(Yes, no. or unknown) {Mt yes, give wor or dates of tervice) 
0 = iS Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line for (0), {b). and {e).) PNET BETWEEN 


PART 1. DEATH WAS CAUSED BY: ET AND DEATH 
IMMEDIATE CAUSE (0! 1g ear 


#0 DUE TO 


ond 2 should be filed with 


® 


p, 


-_—— 
we 


Then please remove corbon papers. 


Conditions, if ony, which 
gove rise to immediate 
couse (0), stoting the under 


lying coure fost, 


C. prs on Ero akaee i CONTRIBUTING TO,QEATH Be TTEH Bi TO. eA oioieikein st Thanks) han IN PART 10) }19. Ae aN 


yes(] nox] 
200. ACCIDENT ORDERING O_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Port Ut of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, a Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (State) 
Hour on. While Not all factory, street, office bldg., etc.) | 
p.m. jot work [[] of work 


21. | certify that | attended the deceased from. 05 BOD, WSL, tod, 19.58 that | last saw the deceated 


alive ond. anuary 16, __, 1928. , ond that death occurred at 7 2455 -M, fram the causes and an the date stated above. 
a ADDRESS (Street, city of town, state) DATE re 


aerecon Ana ey 


MEDICAL CERTIFICATION, 


MO, ., 
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hould be detoched for use os the burio!-transit permit. 
the registror prior to buriol, cremotion, or removol, ond in ony event within 72 hours ofter death. 


of Tae AS, 


Zo. fee een ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
MOVAL (Specify 
surged Jane 20, 1958 | Loudon Park Baltimore Ma. 


Ata DIRECTOR'S SIGNATURE ‘ADDRESS 24a. REC'D BY REGISTRAR | 245\REGISFRAR'S SIGNATURE 
hn O-Mitehell & Sons Inc. 1900 Eutaw Place ome GAN 2 0° 58 IR 2 AIL 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ee 
536 CERTIFICATE OF DEATH veg. oon. VUOSE 


at 


} 


ee, 

3 7 ( E a PLAGE OF DEATH thee 7 // 2. USUAL RESIDENCE (Where deceosed lived. I insittion: Residence before admision) 
°. °. = 

£3 aro MARYLAND CAD b. COUNTY H=cecderich 

° 3 b. CITY OR TOWN (IF outside carporate limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporate limits, write RURAL and give nearest fawn) 

ry URAV/and give neorest ay) I, . r v7 ra da ‘ y 

iz eos ve We 7 taeulas|  Fredery <a, f 

22 ee <d. NAME OF HOSPITAL (If not in hospital, give street “e — d. STREET ADDRESS @. IS RESIDENCE 

=. R INSTITUTION: » a _ “ ny ON A FARM? 

oa (ONG £1616; veld ‘Sp ze 40 So lof Frecle riche Coren Wee ves] No fy} — 

ce = 

be. 3. NAME OF 4 First Middle Lost . Month Day Year 

no} DECEASED . 4 

. | (ype or print] Lets; < Segare are Z& 19S 

bs 5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [1] |8. DATE OF BieTH // SAGE (In yeors [IF UNDER T YEAR IF UNDER 74 HAS, 


ost birthdoy) Pe Min 


~ 
& 
oo 
2 
% 
3 
mod 
3 
‘Ss 
5 
5 
Oo 
2 
“< 
a 
© 
ss 
£ = ta We e ty) wiooweofat__ovorce L] 74% Fla 
ae . ie The. USUAL OCCUPATION (Give kind af wark don] 10b. KIND OF BUSINESS OF INDUSTRY[1T. BIRTH ee, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 = juring/mast pf warking life, even if retire 
e aioe ad ObFrer th q70tj% CLS 1? 
Swi Bis 13. FATHER'S NAME Z 14. MOTHER'S MAIDEN J 
sss 
ve 88 ce O7 B i“ ! 
e ge% 2knoWt “ah OWYy 
aes 63 Ig, WAS DECEASED EVER IN'U. S- ARMED FORCES? [ie om SECURITY NO. 17. INFORMANT Address , 
ee ale sno unlineen ‘yon, give wer or dates of service} at " A ¢ 5 a - 
8 Pes “ah ui {094 Ke €ords 3/201 He fe Sf 7 
6 88s 18. CAUSE OF DEATH (Enter anly one couse per_tine for (9). (b}. ond (c). C INTERVAL BETWEEN. 
o 205 PART I. DEATH WAS CAUSED BY: 4rboi2ze 40 \ ONSET AND DEATH 
2 %52 2 TMMESIATE Cause fa)_sad 7&4 f2 LI CA L4B IEE [LOCUS 
eS =< O, / de. a 
° ® “ ‘3 oh 
eee Canditians, if any, which mol Ot70 } aK<4 Jase 077 sé hein cS 
iii cove (oh vainetne nae, OC Dp Ho YT hy va sculor de 7D 
gers lying couse fost. tot! CSCC LONE CATE) ~ ald f ESCA Hed FS, 
pate: Bed Bal ly 
2285 2 3 - I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINA) DISEASE CONDITION GIVEN IN PART 1()]19. WAS AUTOPSY 
L2RQES Ole - . f, % - 
eeess O 5 & 7h Ole Ce te lle Sil0#F0/17€C @SSO06 04 cerebn/ orlering ves] NOB 
Kouzes © 1200, ACCIDENT WAS UNDERLYING L]__1 205. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Pant lor Port I of item 1B.) Fae 
eeeee & {OR CONTRIBUTING C1 CAUSE OF DEATH 
Zeges 3 | (F EITHER, NOTIFY MEDICAL EXAMINER) 
Zszss & [20 TIME OF INJURY “Month, Day. Year [ 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Store) 
= ear 3 Hour a.m. 5 While o Not while factary, street, office bldg., ete.) | 
ee mm. t work [J ot work [] + 
ADSECS = Pom. fet 
bed ‘ = 
2 ae 21. ! certify that | attended the deceased from.____ PST 17, MN, peace a Os . 19. s2sShat | lost saw the deceased 
2eg88 alive on = 2. =a 4 re, and that death occurred at L045 M, from the causes and on the dote stated abave. 
fe 32 Bo ADDRESS (Street, city or fown, state) DATE SIGNEO 
<550. UAL : : nS =) a ge : 
aeeae AGUA & wo aeclugpield &la be fos jo, lal. 
SO2Re / , — ‘ +4 5 
2258 PHYSICIAN’ ) - 
Zsged NAME (ire) LTER 0 SE Lhesiyifle hi: [26D 
= i ff Oe Sa = 
a3 > Wa. BURIAL, CREMATION, | 220. DATE THERFOF Ze, MAME OF CEMETERY OR CREMATORY 72d. LOCATION fhity, town, ar county) State) 
o>, a- MOVAL (Spec / , View 2 
xB © , 
oot = = i é ax 


el 
TO FI 


y i DiRi ‘3 SIGNATURE ADORESS da. REC'D BY REGISTRAR | 24b. REDISTRAR'S SIGNATURE 
SANS (4) Nome $ phn 
You oss) ye 103 Wa ATE 59 z 


7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
g 7 fEDICaAL EXAMINER’S CERTIFICATE OF DEATH 0) 0532 


Reg. Dist. No 


14 ape OF 2. USUAL RES! ICE (Where deceased lived. 1f institut myResidence bef attaies) 


Ae “an YR Rp ie hai aral ©. STATE 4 PD. b. COUNTY, SALIPR POLL . 
ag i &§ 1 b co OR TOWN (i outside corporate limits, write RURAL c. LENGTH OF STAY IN tb ¢. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
oe i ve nearest own) 5 sad } 
f / ST/MINSTER | 307RS- STAUINSTER oe 
35 “a d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) d. STREET ADDRESS e GN atEARue 
sige Ee A WIS ESTA LH 
o = = = = 
= 5 g es a F First Middle 4. DATE Month 
=O: tinesrein Wie 1g “4 Vv, crow Srrayit. | Som Jay 
Sota: 6 6. COLOR OR RACE |7- MARRIE 2 FA NEVER MARRIED []) 2. ri 7 BIRTH 9. AGE (im yoon 
== 2 toxt fe. 
=o E al wipoweo [] —pivorceo DF / RO. ay 
Bone ee ona a et exalts KIND (OF BUSINESS OR INDUSTRY (11. lie; LACE (Stote or foreign ltr 
apek during 9 of working fife, even oi 
at-£ TOPE =- ‘So L 
3985 ae ‘S NAME ua. let 5 ha = 
oo 
at Palsy LZ. ARR 
2 
: 


in any ev 


- WAS DECEA: TAPS IN Le $. ARMED FORCES? /16. SOCIAL EV, G W.. Address sock PIA) F, rs 
<a i nai sed a SEER Tit Baie SoHE Wa Uesipiisiee 


18. CAUSE OF DEATH [Enter only one couse per t for (0), (b), ond {c}.) aUrayy satiety Pa 


PART 1, DEATH WAS CAUSED BY: DROWARY Geek “sion 


IMMEDIATE CAUSE (0) 


uv 
E 4 
4 ) 
Yoo,! but To 
E Conditions, i ony, which for 
Qove rise to immediate couse 7 ; 
ng the undertyingg CUE TO 
cavse last. aa * (eh. ——— = 
PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ALA vee AUTOPSY 
: —$—$—$—$————— PERFORMER? 
oO yes NOY 
200. EXTERNAL CAUSE WAS '20b. DESCRIBE HOW INIURY OCCURRED. (Enter notuce of injury in Port 1 or Port It of item 18.) a 


PRIMARY () or CONTRIBUTING C] 
CAUSE OP DEATH. 


0c. TIME OF INJURY Manth, Day. Year 
Hovr . m. 
p.m. Ww 


that | took chorge af the remoins described obove, held an Autopsy [_], Inspection gk Inquiry 
resulted fram; Natural causes Accident []. Suicide [J], Homicide [], Undetermined manner [] 


20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, foen: ie (City oF town) (County) (State) 
White Nat while elas cae nerer nape 
‘at work [} ot work 


MEDICAL CERTIFICATION 


Bd. and in my 


MO. CHIEF MEDICAL EXAMINER [7] pee 


ASSISTANT MEDICAL EXAMINER [7] Yee KE 
DEPUTY MEDICAL EXAMINER 


y Sif OF CEMETERWOR CREMATORY 


‘AL DIRECTOR: Poge 3 shoutd be esed os a buriol-transit permit. File poges 1 and 2 with 


be forwarded to the Chief Medical Examiner's Office ctong with form PM3. Poge 5 may 
or its designated ogent, prior to buricl, cremotion, or r: 


(City, lown, of county) a {State} 


execute the certificate. writing the word * 


& TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. 


= rors WDE PS Nr tore (>. 
sala fend Weabmassla, 77. \"" 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires that the deoth certificate be executed within 24 haurs after death: Page 4 


with 


in by the funeral director, 


ond 2 shauld be fi 


d 


Pr 


ers. 


Then please remove corbon pap: 


permit. 


3 
ip 
a. 
‘So 
5 
oO 
2 
Rg 
= 
= 
S 
i. 
$ 
3 
° 
‘Ss 
Fs 
oO 
a2 
2 
es 
me 
28 
o6 
ge 
5 
‘are 
2s 
we 
35 
3 
ge 
58 
2s 
ve 
o 
23 
3 
of 
£5 
Pa 
38 
Fa 
e 
© 
© 
= 


L DIRECTOR: After this certificate has been signed by the attending physicion and complete! 


fo] 


A 


Pog! 


may be retained by the haspital ar altending physician. 


TOF 


ors 


~ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Item 2, Film G22 ty gle/10/58 \ 


‘CERTIFICATE OF DEATH Su no 15.33 


z. ven pele ae (Where deceased lived. If institutian: Residence before admission! 


Carroll MARYLAND "= ae ee b.COUNTY Me nls asa 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
mat ‘ond give nearest town) 
Sykesville 2 mos.8days 


1. PLACE OF DEATH 
o. COul 


ra) 


grsbure/ Catonsville 


d. NAME OF HOSPITAL (If not in hespitel, fi dd TI RE: ti f . 1S RESIDENCE 
NAME OF HOSPITAL (If not in hoxpitel, give street address) | d. STREET as ss 113 Mel vin Ave. oe Sea 
State Hospital vsbory/ Methodist : yes Nock 


3. dees First Middle 4. Month Ooy Yeor 
(Type or print) Jennie Creighton Hardy DEATH January 3, 1958 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8- DATE OF BIRTH 9. ees iF UNDER 1 YEAR|IF UNDER 24 HRS. 
lost birthdoy, Months! Di Hi Min. 
Female White wioowen Bf —sovorceo | February 1, 1872 85 om. rm a] ea 
Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife - Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


George E, Hardy Eliza Regester 


15. WAS DECEASED EVER INU. S, ARMED: yee 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yer, ne, oF unknown), {If yes, give wor or dates of service! e 
Springfield Hospital Records 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 
PART |. DEATH WAS CAUSED BY: Arteriosclerotic heart disease 


RA BETWEEN 
T yereath 


; IMMEDIATE CAUSE (0! 
uf ' DUE TO 
Conditions, if ony, which w___Generalized arterioscleresis 
Qove rite to immediote 
couse (0), stoting the under. ( OVE TO 
lying couse lost, (¢ 


Past Ul. OTHER SIGNIFICANT pea IS CONTRIBUTING TO DEATH BUT ee RELATED TO,THE TERMINAL DISEA‘ ZONDITION GIVEN IN a 1(0)]19. WAS AUTOPSY 
C.B.S. associate ‘Senile brain dt: sease with ‘psycho tie reaction PERFORMED? 

yes) nog 

20a. ACCIDENT Ney arate Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I of Port Il of item 18.) 

OR CONTRIBUTING [J CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

[20c. TIME OF INJURY Month, = Year |20d. INJURY OCCURRED [208 MACE OF INJURY (Home, form, 1 204. (City oF town) (County) {Slote) 

Hour 0. fy. While Not eel factory, street, office bldg., etc.) ! 
p.m. jot work [[] of work H 


21. 1 certify that | attended the deceased ial 25s, 19.21, tadvanuary 3, __, 19.58. that | last saw the deceased 
alive on January 3, __, 193.58__, and that death accurred ot ls 35 FM, from the causes and an the date stated above. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
sete same) Ler ny mo. ...Smcingfield State Hospitel 1/3/58... 
Nametryes___EGmund Lusthaus, M.D. Sykesville, Maryland 


Zo. FeNOvAL Goeth ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City. town, of county) (Stote) 
nel 
eenmo Baltimore, Maryland 
23, R ev 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
D AvatiAN 6 Cheek speek 


Zz 
Q 
3 
* 
& 
Ft 
fo} 
2 
<x 
y 
6 
Py 
= 


mad 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 vob yd 


EF 
Zoe <Jelechi CERTIFICATE OF DEATH eg DANINs: 
2 3{ & 1. PLACE OF DEATH ; 2, USUAL RESIDENCE (Where deceosed lived. If inslitution: Residence before odriasion) 
4 f 1" ‘ o. b. COUNTY 
é ay YOLL manreann Hary Acne , 
Se b, CITY OR TOWN {If outside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If obtside corporote limits, write RURAL and give nearest town) 
il NieCy LLe B C= ‘ MOY th ary 
52 : alti re | 
bo, 
& 2 oR eemant t, not in hospi! rol, ais street oddress) P d. STREET ADDRESS ie) : s «. Pcryard 
=a — h ‘ { < 
BS a: f NOL fF We adjo; ba ie fortland St ves C] NOB” 
Bas oy a i 
= 0 # 3. NAME OF Firyt iddle low | 4. DATE Month Day Yeor 
DECEASED a — ‘ OF en 
e (Type or print) ellie NN aia DEATH ake I wsk 
e ‘4 5. SEX 6 COLOR OR RACE |7. maRRiEDL] NEVER MARRIED [7] | ®. DATE OF BIRTH aK ein eons ia RT YEAR|IF UNDER 24 HRS 
, 
'“ E wioowen BY —oivorceo [J Ne Vern her | RR) } (oy. sg I idem 


100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTH CACE (Stote or ee" country) 12. CITIZEN OF WHAT COUNTRY? 

during mos! of working life, even if retired) ry) , ie 
q van i thu au : q 

14. MOTHER’ 'S MAIDEN NAME 


eorpe Rutkud Kathertme Keli ute 


CEASED Evi x Be cael: ipa 16. SOCIAL SECURITY NO. |17. INFORMANT 3tSi". 4 AL Are 
{It yor, gee wor or dates of service) fs ¢ eS. 
5: lata Mr. Pive Gq, bhutkus Ratt+in, Ana 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (6). ond (c)-] 


Ss 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o]__! pean Ma Cus“, 


ALOK DUE TO / 
Conditions, if ony, which Larlenio a i ie Chard 
gove rise to immediote (10 

cause (o}, stoting the under- D é i Dis wis 
lying couse lost, a VQ be tes Mell tu S £ SEV eEVe Cag 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT ek TO Te TERMINAL DISEASE CONDITION GIVEN IN PART I(o) | 19. fsty Reva aad 


4VxCRS ass chy derebral Art eri osclevosts vesE] nol 
200. ACCIDENT WAS UNDERLYING 2 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 


‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) (State) 
Hour 0. m. While Not while HESS cau 
p.m. 19 Jot work [] ot work 1 


21.4 or that | operded the deceased fram.__.\ aoe ve 9.1, to_W2e Si 19/2J__,that | last saw the deceased 
alive on__ Wee Dt, 2A Tae and that death occurred ots 3b AM, fram the causes and an the date stated above. 


SIGNATURE nit aaa A » &p al DDRESS (Street, fala Tit or town, state} i ] \ DATE “yaa 


feo! 
deny 


TO 
13. FATHER'S NAME 


INTERYAL BETWEEN 
ON; AND DEATH 


Then please remove corbon popers. 


ronsit permit. 


MEDICAL CERTIFICATION 


\L DIRECTOR: After this certificote hos been signed by the ottending physicion and completely, 


hould be detoched for use os the buri 
the registror prior to buriol, cremation. ar removal, ond in any event within 72 hours oft 


PHYSICIAN'S. 
NAME (Type) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours offer death; Page 4 
moy be retoined by the hospito! or ottending physicion. 


Fis. BURIAL, CREMATION, | 720. DATE THEREOF] 72c, NAME Fe TE Tah Soe pURGNy, = TOCATION (Ci, town, = = 
73 eS a e. y ) 
° & = ES (712 EDE kh 
= fa * y 4, 24a. pass ey eos eae " 
VS ANS (4 yy ; 
Saar! Ip ie Ni Uf Z, 
= ree 


3A NVaUN' 


De arss’ Ic Le 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ar 
539 CERTIFICATE OF DEATH 0535 


cmt 


a -¢ Reg. Dist. No. 
3 8 if 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoied lived. If institution: Residence before edmision) 
< $4 phe a! Carroll marvtano |] ° 4"! Maryland PE COR 
£8 4 b. cee TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {Il outside corporote limits, write RURAL ond give nearest town) F 
5 i rest Jow 
BY ieee od PSP Y LOH, 651 days McDaniel, Maryland 
B S38 03 4. NAME OF HOSPITAL (I vat in hovpitol, give sree! addres) d. STREET ADORESS «1S RESIDENCE 
2 Roe Henryton State Hospital ves (] NOT] 
> 
2 £6 3. NAME OF First Middle tost 4. Date Month Doy Yeor 
a & (Type or print) George Dewey Turner Sam January 13 pe 
= = 5. SEX 6. COLOR OR RACE |7. manRieD [] NEVER MARRIED KL] | 8. DATE OF BIRTH ~ | peetagees IF UNDER mM. HRS. 
& co Male Negro  |wiooweo porto} | October-?-1898 Ris Ea Res - 
3 e = Fal I 100. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY [11 BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 58s ring mest of working life, even if retired) ¥ 
fo ees \ aborer Maryland Uy. “Si. hs 
3 o 8 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 oe Alb 
eae ert Turner Maggie Webb 
o Lpr 
¢ £ 5 3 Tf; WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Address 
= fet, nO oF uakngwn) Yet, Qve wor of dates of service! 
H as No P20-16-9791| Catherine Palmer - McDaniel, Maryland 
S$ vee 18. CAUSE OF DEATH [Enter only ane couse per Hine far (a), (b). and (c). INTERVAL BETWEEN 
7 sz } I ONSET AND DEATH 
vo nay PART 1. DEATH WAS CAUSED BY: 
Poet : wads carscoer Cardiovascular Insufficiency 
5 #8 OO xX DUE TO 3 
= Fe = Condon ony. hie »prteriosclerosis Hypertension 
3 ave rite ta immedio 5 
= €&ec ing thi: .~ DUE TO. - 
Paces renee eg oe .pauimonary Tuberculosis moderately Advanced 
3 $ 5 x = Part fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va) } 19. PEO, 
BRGIG 2 eee 
e650 g S yes(] Not) 
Fotss = | 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | er Part I of item 18) 
Z28e5 & |G etmiee: NOTIFY MEDICAL EXAMINER) 
252s ° ea : 
Zsrss & [20c TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (State) 
= BL 85 Ss Hour 9. m. While Not while factory, street, affice bldg., etc.) ! 
Race x £ = p.m. 19 Jot wark [J ot work H 
ea,25 B 
Zeeane 219.7 that | last saw the deceased 
2SEys 
2 s: <2 3 NS) ind that decth occurred at + OPm, from the causes and on the date stated above. 
£622 Wi WD, yy A S ee ADDRESS (Street, city or town, stote) DATE SIGNED 
<352° actual Mbt; Con, VEY: op ‘Henryton, Maryland 
= ws 2 SIGNATUR (CE RRS ACE eS ARE I ber ie A ge Ma 
£pee 
2253 PHYSICIAN'S 
Zezit NAME (hree_E» M, Maculans, Me D., Supte Henryton State Hospital, Henryton, 
3 $ > We. BURIAL, CREMATION a 7b. DATE THEREOF c. F i ‘OR CREMATORY >> ye” (City. pown. of county) Ve 
4 Peemavn Pegs 
= DES s (Sete! ) nm 6, 175 Chee he gice 0477) | COM tc Ce Me 
ae 23, FNERAL DIRECTOR'S SIGNATURE / 


ADDRES: / 2 1 | 240. REC'D BY REGISTRAR | 2: cee SH ¢ 
4g Er" My. : 28 £4. SATE JAN 1 5 58 Oud cae. 


VSAIS (4) Ge 4 f 
Mos 4] Len! 4, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


mi 
* 


00536 


og » Gf) Reg. Dist. No. 
z , w aoe vetintt catty 2. A adaladl (Where deceased lived. If institution: Residence before admission) 
£8 ° Carroll MARYLAND || ° Maryland ~bcounty Balte.City 
. 8 On b. Sie ith dine {lf ae limits, write | ¢. LENGTH OF STAY IN Ib I c. CITY OR TOWN (If outside corporote limits, write RURAL ond [a neorest aie iv, 
E>\ SyxkeWette lyr ..Imos. 26days Baltimore é 
: 3 tes | ERAME OF HOSPITAL UF not Ta homie, give street odaren) . STREET ADDRESS coe, [SER 
3c f Springhield State Hospital 1705 N, Patterson Park Avee | vs() nox] 
= & 3 Rech ieas First Middle lost 4, pare Month Year 

ieee or erin) Martha Horstman VALENTINE | Stam January 8, 1958 


od 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF 8IRTH 9. AGE (i yeors ase Tas a ne 
4 Female White |wooweo gj _oworceo(} | March 27, 1875 eh Sid A ia 
e 100. drinee oho Tie beg fap ee 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {State or fareign country) 42. CITIZEN, OF WHAT COUNTRY? 
is ouse’ - Maryland U.S.A. 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
4 William Horstman Elizabeth Fosler 
8 Gempegpt teh manera eon” 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= No - - Springfield Hospital Records 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond ()-] INTERVAL BETWEEN 
A ; ie. : OFATi mediate Cause o___ Arterdosclerotic heart, disease Nance 
rs ~ YAO. O DUE TO 
1) w__ Generalized arteriosclerosis |__Years. 


gove rise to immediote 


cause (0), sloting the under- 


DUE TO 


a lying couse lost. a 
C. BUSS ABS S OH LH CUU HEE BEd ae SEATS PDE TE’ AEH HAY BAB ELEN Hed CUR CART He)| 19. was AuTOrsY 


vest] No 
200, ACCIDENT WAS UNDERLYING 1___ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day. Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (Stote) 


While Not while foctory, street, office bldg., etc.) | 
jot work f-] ot work [7] H 


Hour o. m. 
p.m. 


MEDICAL CERTIFICATION 


alive on Jamuary.& Larne, Se 258, and that neath accurred atLO:05A.m, fra the causes and an the dote stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
SUA “yy LY wo. .._Springfield State Hospital 1/8/58 __ 


PHYSICIAN'S 


NAME (Type)_ Walther _H. Sonnenfeldt, M.D. Sykesville, Maryland __ 


To. aSURIAG enawat ey rs DATE iar * NAME i EMETERY OR CREMATORY Tad, ae (City, (prt. oF county) (Store) 
EMOVAL (Specify 
hd ead C2442 1), AA KZ AA 


‘2da. REC'D BY REGISTRAR }-24b. REGISTRAR'S SI ATURE 


‘ Z 58 Uidch edared 
‘ws OO Lritd SF Conn Ze foawAN 1 0 JU BIL 


AL DIRECTOR: After this certificate hos been signed by the attending physician ond campletel 


hauld be detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, or remaval. and invamy-event within 72 hours after death. 


may be retained by the hospital ar attending physici 


pa 


~~ TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 
TOF 


ge 
2 
& 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 005 40) 
54 CERTIFICATE OF DEATH rae ys 


| 


< ce 
3 2F _ 11, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befpre admission) 
& 8x Be @, COUNTY 4 KRHA 0. STATE o> b. COUNTY 
"ee! (lapreol gna Sf fe de Xa 
£ 36% OWN ® ultde corpoote lis, wite Ts. LENGTH OF STAY IN Ib || ¢. CITY OR TOWN fF ounide corporate limi, write RURAL ond give nearest low) 
8 o2 RAL and givesheares! Jo L i oe m 
3 Sz LOAN EA 2k: oS LULP LOO Ct Ve Waa 
i oo d. NAME OF HOSPITAL a not in — jive street odds d. STREET ADDRESS e. 1S RESIDENCE 
3 Es OR INSTITUTION : ales ON A FARM? 
Sas we LLE| LHS s f7e rte, LOF fre ck SA ves C] NORE 
2 Ea 
2£ £6 i: NAME oF First Middle ; lyst 4 QATE Month Doy Year 
= . . 
7 » Gneen) MANN Ah ul le Al ker. | ou Spnuary /f 19578 
2 Se 5. Si 6 = is 7. MARRIED] NEVER MARRIED [J | 8. DATE OF BIRTH AGE (In yeors [IE YNDER I YEARTIF UNDER 74 HRS, 
% e@ ase. 7, va ley) Doys | Hour | Min. 
a CE |wooma ph pivorceo [] VAT ys. 
= 100, USUAL OCCUPATION &. kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
5 
3 I doting moat af working life, ‘ 
c s ; Par, LAWNS AOI ASA, 
a 13. FRTERS! NAME wh 14, MOTHER'S it, NAME 
° ; 
3 SIAL Ga 76 k AV Wy anys ree. 


is WAS DECEASED EVER IN U.S. as we seu} 16. NG SECURITY NO. |17. INFORMANT Address 
fas, nO. OF ut wey {IE yes, give wor oF dates of service) : 2 
V3 NEL erp ced Wolfers BAwovcs [F-. 
Se 


18. i OF DEATH [Enter only one couse per fi INTERVAL BETWEEN. 


PART 1. DEATH WAS CAUSED BY: habs cpu a 
| IMMEDIATE CAUSE (o 


Then please remave carban papers. 


DUE TO 


Conditions, if ony, which ey 
gove rise to immediote 
catise {a), stating the under. ( OUETO 


lying couse lost. (el) 
Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
eae 


VE oO NOYa 


20a. ACCIDENT WAS_UNDERLYIN' ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il af item 18.) 
OR CONTRIBUTING~E} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, e Yeor | 20d. INJURY OCCURRED —_[2068. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
Haur 0. m. While eg Nat wile caer etteee othe Eat =i) 
i work ot work EF = —_ 


21. I certi thg tla 73 ded the deceas: from Siel-oZ. pli a , 19ST, to 7 g0T IE. thot | last saw the deceased 
alive o AL & Lites Ne eee end: y) death occurred at. 40 AM, from the causes and on the date stated above. 


/ ? ADDRESS (Styeet, city ar tawn_ state) DATE SIGNED 
ACTUAL ‘ Le 
SIGNATURI K upd, KS Asiana J MO. AGTH i A a yee 


mages’ o/s EWS ues Kea bpst EAD Larvlareh: 
Meee a ia, Wd Ae al 


ge. REGISTRAR’S SIGNATUI 
Yea'97a8) CL Laue (Buch. = UY Oke Ly Dp dep Wf PRS 
waz a lA A oe = Sea 
y fi N2 3 58 Dao ? 


MEDICAL CERTIFICATION, 


L DIRECTOR: After this certificate has been signed by the attending physician and campletel 


ined by the hospital or attending physician. 


ould be detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


may be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death cer 
page 


TO FU 


“S‘A vane 
acer - 27; NVI 


Warsosu 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) 3 34 
54 CERTIFICATE OF DEATH Pc 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


0. COUNTY Carroll marviand || ° ST Maryland >. COUNTY Baltimore City 327 


b. fenton a {IF outside Stal limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give earest town) v 
1 tT Te" town] 
Syke » dmtha, 5dys' Baltimre v f 


d. NAME OF 84 (If not in hospital, give street oddress) d. STREET ADDRESS e. tS RESIDENCE 
OR INSTITUTION 


Springfield State Hospital, 911 MeAleer Court,Balto 2 vest wa 


. NAME OF First Middl lost 4. DATE Month v 
NAME OF rst iddle f oni Day fear 


{Type ot print) Harry Wilbur Wallace Beara Jan 20 19 58 


. SEX 6 COLOR OR RACE |7. MARRIED PK] NEVER MARRIED [7] | 8. DATE OF BIRTH 7 Roe HF UNDER 1 YEAR| IF UNDER 24 HRS. 
st birthday: i 
Male White wipowed [1] pivorceo [] 3~13~83 yes, Ee aie -* 


10a. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (State ar foreign hid 12. CITIZEN OF WHAT COUNTRY? 


inhi" R/7-C9-3G/B\ Maryland U.S.A, 


3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Andrew Jackson Wallace Harriett Gordon 
3 was, eager een U.S. pas ler id 16. SOCIAL SECURITY NO. |17. INFORMANT 
no, oF unknown} yes, give wor or service) 
° 2 V7 29-49/R Hospital records 


18. CAUSE OF DEATH [Enter only one cause per line far {o), (b). ond (c)-] INTERVAL BETWEEN 
é 
PART | DEATH MEDIATE CALS (AT ber OsGlero#ie Heart Disease 
4. ue to Wene 


Conditions. if ony, which ro) 
gove rise to immediote 

couse (a), staling the under. SUE TO 
lying cause last. 


CES. B800. Feed OER Srobral rte Bi osclerosis "With Bayon Reastt on” Ifo) |19. peel oe 


yes [] No 


Then please remave carbon papers. Pa 


|, cremation, ar removal, and in any event within 72 hours after death. 


gned by the attending physician and campletel; 


uld be detached for use as the burial-transit permit. 


the regrstror prior to burial 


ACCIDENT WAS UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part II of item 18.) 
oe “CONTRIBUTING CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day. Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY Home, farm, 1 20F. (City oF town) (County) {Stote) 
Hour o. #1. While Not while foctory, street, office bidg., en) 
p.m. lot work [J ot work 7] 


21. | certify that | attended the deceased from... __, 196__, 10] 20 19.58 jthat | last saw the deceased 
alive on____J=20— eee, 1258, and that death occurred at LO_ ALAA, from the causes and on the date stated above. 


Springfield State i 7. Hos io pital, 156 a 


_ Sykesville, Maryland, 


MEDICAL CERTIFICATION 


10 


To. we CREMATION, [ 226. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Z2d, LOCATION (City, town, or counly) {Stote) 
/- 2.3 -S¥ Cala fs-// as. AaAlT meow » MO, 


23. Laid, ontcions SIGNATURE ADDRESS Daa. REC'D BY REGISTRAR | 24b. REGISTBAR'S SIGNATURE 
¢ Colt CO MEAL [Yoyo Bok tert 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 105% 
set EXAMINER'S CERTIFICATE OF DEATH aie: ii. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inslitution: Residence before odmission) 


a. COUNTY . STATE b. COUNTY 
Carroll MARYLAND Maryland _ Washington 
b. CITY OR TOWN (if eurnde corporste limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporole limits, write RURAL ond give neores! lown) ff 


give neares! town) 


Sykesville 2yrs.2mos.25d#ys _ Hagerstown Rape 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitel, give street address} d. STREET ADD! e. ON FAR 


Springfield State Hospital 337 W. Washington St. __|vsO Now 
3. ee “First iddle lot 4. oy ; ~ Month . = “Year r 
cern = January A ae 


rd of Heolth, 


© your fi 


ojnad fo 
Fore Bi 
ba) 


(Type oF print) James William WRIGHT 
5. SEX [ COLOR OR RACE |7. MARRIED [Jf NEVER MARRIED []|8. DATE OF BIRTH 9. AGE tin yeor 


Male White wioowep J _—sooivorceo [J duly 4 ’ 1887 “YO.” ral Hees ver Ay 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Slole or or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Laborer West Virginia : U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Unknown Joseph Wright Mary Hoffmaster 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? iE SOCIAL SECURITY NO. ]17, INFORMANT ; Address 


New — how abe 21409-2804 _ Springfield Hospital Records 


@ 


2. and 3 to the funerol director. 


th form PM3. Page 5 moy 


nt within 72 haurs ofter d 


File poges 1 and 2 with 


wi 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c}.) - - intenvae tet: 


MS CATES SEEN) Terminal bronchopneumonis 2 aS 
Yah0,) DUE To 
Conditions. if ony, = w__Inferetive myocardial fibrosis lyr. plus 


"s Office alang 


‘AL DIRECTOR: Poge 3 should be esed 03 @ byrial-tronsit permit. 


gave rise to immediale couse 


(0), stating the underlying’ METS — Anterdoselerotic cardiovascular disease Years 


coure lost. {er tah Pz 


a R SIGNIFICANT CO! ee Spee 1p OEATH BUT NOT oe aes NAL DISEAS! on GIVEN IN PAR 
CES a n, Se 3! obewtth C ay ce H ebra LAY OSCLELOSL ths NIN PART I{o)] 19. WAS AUTOBSY 
sychotic _” Fracture left hips ves) NOC) 


Rear INAL ORriibiie oO 20b. DESCRIBE HOW INJURY OCCURRED. aie noture of injury in Port! or Part H) of item 16.) 
or , 
CAUSE OF DEATH. Unknown, 9g 
Pe omer: ag ee 
0c. TIME OF INJURY Month, Ooy. Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, Tan, Ft. (iy tw aan 
Hour While Not while foctory, atreal, office bldg., etc. 


12/30, of work (] otwat 8}! Hospital | Sykesville Carroll 
2.1 ig Sea | took ie of the remoins described obove, held on Autopsy €], Inspection Inquiry [X, ond in my 


opinion deoth resulted from: Notural couses [3g, Accident oO. Suicide [], Homicide [], Undetermined manner [1] 


iner 


MEDICAL CERTIFICATION, 


"2, writing the word “pending” in pencil in Item 18. Give Poges 1, 


ne 

ACTUAL q DATE SIGNED 

SIGNATURE fp, CHIEF MEDICAL EXAMINER [7] 

ASSISTANT MEDICAL EXAMINER (1) 
James T. Marsh, M.De DEPUTY MEDICAL EXAMINERS] 

Ro. i GS 226. DATE THEREOF =———S« 22. 3 ‘OF CEMETERY OR CREMATORY Tid. LOCATION - , town, oF county) 

EMOVAL (Specify) 

AG SF (jes? Pavey Comele.yr 

‘ADORE: 


= Red 

23°F UNERAL DIRECTOR'S LAF 55601 Penna. Ave |? RECO BY = fae Day REGISTHAR'S SIGNATURE 
JAN 1 4°58 ~ ee 

css aK 


Fes) Havenfuneral, pe) / M2 52 /25| DATE 
en a 


ng V Paces 


be forwarded ta the Chief Medical Exomi 


rs 


ar its designated agent, prior to burial. crematian, ar removal, and in any eve 


execute the certifica: 


ashy 
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OSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs after death. Page 4 


< TOH 


be retoined by the hospital or attending physician. 


cand 


with 


in by the funerol director, 


ind 2 should be fil 


@ 
‘Ol 


sopers. Pog! 
feath. ~ 


Then please remove corbon 


, ¢remotion, or removal, ond in ony event within 72 hours ofter 


id be detached for use os the burial-transit permit. 


iL DIRECTOR: After this certificate has been signed by the attending physicion ond campletely 


the registror prior to buri 


poge 


SS moy 
TO Fu 


ied 
= 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
, RoC 
aw CERTIFICATE OF DEATH nap. pwn nL UISS 
2. byte eee {Where deceased lived. ff institution: Residence before admission) 
“4 fy iP ¢ b. COUNTY, 6 a i 
b. CITY OR TOWN {if outside corporote limits, wrile ny es CITY OR TOWN (IF ovlside corporote limits, write RURAL ond give nearest town) 


RUR, Lond give neorest town) | r sy, x A e s CMI NSTE rR 


a. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET - ye e. 15 RESIDENCE 
OR INSTITUTION ON A FARM? 


SUNA. Aye /}33 P ENA. Ave vesC] No _ 
3. Nae & Fist \ Middle ‘ , lost 4. Bate Month Doy Year 
(ype or print) i, x A AY é ER DEATH AN: o, 195 3 


5. SEX, 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-) | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER YEAR] IF UNDER 24 HRS 


; lost birthdoy} - 
wioowen X ovoreo | ¢ - /- JS SLI 77 gi bass Be 2 Hours | Min. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE re or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
4 
Mp. eee 


during mos! of working life. even if retired) 
13. FATHER'S NAME . ‘ 14, MOTHER'S MAIDEN NAME 


Tou } 
Jacob Essie nagar Ps CAPDPER 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 133 PEAY vu 
{Yes, no, oF unknowe)} (IF yen. give wer or dates of vervice) A, fal : ae 
face iaiariaand N6me | RHOPA Ly R ; 


18. CAUSE OF DEATH [Enter onty one cause pes fi 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (ol. 2 


Ao. 
IBIX DUE TO 


Conditions, if ony, which o 
gove rise 10 immediote 
cose (0), stoting the under- 
lying couse lost. (c). 


Past i OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(2)]19. WAS AUTOPSY 
a yes [] No 
200. ACCIDENT WAS UNDERLYING (]_ | 20b. DESCRIBE HOW INJURY OCCURRED: ({Enterinatore’ of injury in/Port Nor Port W of iam 18) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY wae 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Slote) 
Hour 0. i White vl efile focloty, slreel, office bi Tt = 
e. ae ee lot ot me ' —_———_, 


21. | certify thof | attended the deceased from._© Hy {ie eee . 199 D., to, ¥, [| bf... 19, hat | last saw the deceased 
alive an__ , ahd th 


1. PLACE OF DEATH 
. COUNT 


ARROLL 


¢. LENGTH OF STAY IN Ib 


MEDICAL CERTIFICATION 


‘death accurred at 4, eo EM, from the causes and on the date bite 


Me We at dad He 


WESTMINSTER, MD. 


To. SS ae ‘Wb. DATE THEREOF Vi NAME OF CEMETERY OR-GREMATORY 72d. LDCATION (City, town, or county) (Stote) 
MO’ peci 
f- 7-95 § N\A B/IDERS WELZ: ya va) >. 


' ro aaa sig) bar Pabrismety nd ko REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Dawid LL ZLSTALY: DATEIAN 2 4 '59 bho as 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Z 
we AS CERTIFICATE OF DEATH \ 0541 


Reg. Dist. No. 


onl 


sé 
3 = { | \f. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
m jive a. 
52 y Carroll MARYLAND Maryland b- COUNTY’ Carrell: 
6 rf b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporate limits, write RURAL and give searest town) 
6 pe ae ind Hes st aur) ) ;. 
52 y ke 8mos slidays Route #6, Westminster 
e 2 d. NAME oni inGee es = not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
_ INSTI ON A FARM? 
ae pring? field State Hospital ves] NOK) 
ra 
£S 3. NAME First Middle Lost 4. DATE Month Day Yeor 
— pectasto 
3 (iestaream) Emma YINGLING Stamm January 10, 1558 
Bg 5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [> | 8. DATE OF BIRTH 9. fe ses if UNDER 1 YEAR| If UNDER 24 HRS. 
{ 
i. Female White —|wiooweot) _ oivorceo 1] May h, 1872 Pen ee alee 
5 10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (State ar foreign | 12. CITIZEN OF WHAT COUNTRY? 
5 during most of working life, even if retired) 
2 tousekeeper - Maryland U.S Ae 
4 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3 Josephus Moses Yingling Amanda Corbin 
3 
= 


be WAS oats U.S. 3 eae ie sea 16. SOCIAL SECURITY NO, |17. INFORMANT Address 
fos, NO. OF vt yet, give wor or dates of service) se F ny 
No - - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c)-) 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o} 


Ly Pay | DUE TO 
Conditions, if any, which ) 
gave rise to immediate 
cause (a), stoting the under- pec 
lying cause tast. (). 


re: WM. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT Pde TED TO THE JER: c DISEASE CQNDITION GIVEN IN PART 1{a)/19. WAS AUTOPSY 
C.B.S.assocewith senile vraan cisease wi psyc. ovte reactions <a ee 


200. ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
‘OR CONTRIBUTING C] CAUSE OF DEAT 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 2e. PLACE OF INJURY iHome, farm, 120. {City of town) (County) {Stote) 
Hour a. p, While Not white factory, street, office bldg., etc.) $ 
p.m. Ww Jat work [] at work [J ' 


21. | certify that | attended the deceased fram APTI 26, _, 1957__, to Janvary 10, 19.58 thot | last sow the deceased 


alive an_ Janus 1 eis £25. 1258____, and that death accurred at_¢ Po, fram the causes and an the date stated above. 
; ADDRESS (Street, city or town, sate) DATE SIGNED 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove corbon papers. 
t within 72 hours ofter death. 


7 een 


{ 
{ 


MEDICAL CERTIFICATION 


ee 


oykesville, Maryland 


‘220. BURIAL, eee spi TS THEREOF. Rem NAME OF CEMETERY ae CREMATORY 2d. 40 fe City, town, a ton 
a4 A Lge! | Sixt ALE (2) S + 


AL DIRECTOR: After this certificote has been signed by the ottending ph: 


should be detached for use as the burial-transit permit. 


the registror prior to burial, cremotian, or removal, ond in | 


=e TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hours ofter death: Poge 4 
may be retoined by the hospitol or ottending physicion. 


= 
& 
iS 23. FUNERAL DIRECTOR’ <a 24a, REC'D BY REGISTRAR 1 RESTS NATURE 
4 fy 35 roo f 
sas. VL Lot. BENS red cate VAN1 358 | ULUR A pau 7 


